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Figure 2. Logical Reasoning Capability
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Figure 3. Dangerousness
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Figure 4. Likelihood of Reoffending
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Perceptions of the Defendant

Logical Reasoning Capability

There were significant differences across groups in
the reported belief that the defendant was capable
of logical reasoning at the time of the offense,
F(2, 64) = 13.63, p < 0.001, n? = 0.30 (large),
95% CI [0.11, 0.44]. Post-hoc analysis using the
Scheffé test revealed that the no OUD group (M
=4.43, SD = 0.60, range: 3.00-5.00) significantly
differed from both OUD-heroin (M = 3.33, SD =
0.92, range: 2.00-5.00), p < 0.001, and OUD-
prescription opioid (M = 3.53, SD = 0.61, range:
2.00-4.00), p = 0.001, such that defendants with
an OUD diagnosis, regardless of the type of opioid,
were viewed as less capable of logical reasoning.

Dangerousness

There were no significant differences across
the three OUD conditions in the perceived
dangerousness of the defendant, F(2, 64) = 0.60,
p=0.52,1>=0.02 (small), 95% CI [0.00, 0.11].

Likelihood of Reoffending

An examination of judges’ perceptions that the
defendant is likely to commit another crime in the
future revealed significant differences across groups,
F(2,64) =6.75, p = 0.002, n?> = 0.17 (large), 95%
CI[0.03, 0.32]. Post-hoc analysis using the Scheffé
test revealed that the control group (M = 2.86, SD
= 0.79, range: 2.00-4.00) significantly differed
from both the heroin group (M = 3.63, SD = 0.69,
range: 2.00-5.00), p = 0.003, and prescription
pain reliever group (M = 3.47, SD = 0.77, range:
2.00-5.00), p = 0.04, such that defendants with
an OUD diagnosis, regardless of the type of opioid
used, were viewed as more likely to reoffend.

DISCUSSION

Recent years have been marked by the emergence
and growth of the opioid epidemic in the United
States. The criminal justice system has been
particularly affected by this crisis, with increasing
rates of arrestees with OUD (Hunt et al., 2014).
Although prior studies suggest that the justice
system employs a punitive approach to defendants
with SUDs (e.g., Mossiere & Maeder, 2016),
no research has examined whether and how a
defendants OUD is factored into sentencing. The

present study aimed to investigate the direct (i.e.,
sentence length) and indirect (i.e., perceptions of
defendant) impact of a reported OUD diagnosis on
sentencing outcomes among criminal defendants.
Findings revealed that judges viewed defendants
with either heroin or prescription opioid misuse
differently than they viewed those without
reported OUD in terms of responsibility for and
risk of future criminal behavior, despite imposing
equivalent sentences.

Prior research has demonstrated differential
sentencing outcomes between defendants with
an SUD diagnosis and both those without a
diagnosis (Barnett, et al., 2004) and those with
other forms of mental illness (Mossiere & Maeder,
2016). However, no significant differences in the
recommended sentence length as a function of the
defendant’s reported OUD emerged in the present
study.

Despite the lack of distinction in sentence outcome,
significant findings were obtained for some related
domains. Specifically, criminal court judges viewed
defendants with an OUD diagnosis as less capable
of logical reasoning at the time of the offense and
more likely to reoffend as compared to defendants
without an OUD; these findings were supported by
large effect sizes. Notably, there were no significant
differences regarding perceived dangerousness of
the defendant, and on average, judges across all
conditions viewed these defendants as “somewhat”
dangerous. The findings regarding perceptions of
the defendant suggest increased leniency toward
defendants with OUD, particularly within the scope
of prior research that has demonstrated a tendency
for offenders with SUD diagnoses to be viewed as
dangerous, likely to reoffend, and responsible for
their crime (Mossiere & Maeder, 2016). However,
although nonsignificant, sentence length outcomes
reveal that those without an OUD received shorter
sentences, on average, than those with reported
heroin use or prescription pain reliever misuse.

The view of defendants with an OUD as less capable
of logical reasoning than those without an OUD
may promote leniency in sentencing and reflect a
belief among judges that these individuals are less
culpable due to impaired cognition. In contrast,
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a view of the defendant as likely to reoffend is
typically considered aggravating. Several factors
may account for this perceived criminogenic risk.
Judges may be influenced by the “revolving door”
phenomenon, which posits that upon release,
offenders with SUDs often relapse, commit another
crime, and return to prison (DeMatteo, Filone, &
Davis, 2015). Within the scope of this trend, their
perception may reflect beliefs that offenders are
more likely to commit future crimes due to a moral
shortcoming that underlies both drug use and
criminality; this view is consistent with surveys
demonstrating that between 32% and 44% of
individuals believe OUD is indicative of a character
defect and reflects poor willpower and discipline
(Associated Press-NORC, 2018). Alternatively,
judges may believe that defendants with OUD are
more likely to recidivate due to a view of crime as
“necessary” to support drug use habits. The latter
interpretation is more consistent with the finding
that judges did not differentiate among groups
with regard to perceived dangerousness of the
defendant.

Anticipated likelihood of recidivism is a critical risk
factor to consider when sentencing a defendant.
However, despite the view of defendants with OUD
as more likely to reoffend than their counterparts
without OUD, an associated significant difference
in sentence length was not observed in this study.
One potential explanation for this apparent
discrepancy is that these perceptions of the
defendant cancel one another out, resulting in
no overall impact on sentence length. Per this
approach, any punitive consequence associated
with an increased risk of reoffending is tempered
by the view that individuals with OUD are less
culpable for their crimes. Importantly, equivalent
sentencing was demonstrated despite the judges’
report that the OUD diagnosis had a “moderate”
impact on their sentencing decisions.

Of note, judges did not appear to differentiate
between prescription pain relievers and heroin
when making sentencing decisions or generating
perceptions of the defendant. This finding is
particularly interesting given the historical stigma
surrounding heroin use, which predates the
current opioid epidemic. Additionally, misuse of
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prescription pain relievers is more common and
can more readily be attributed to external causes
(e.g., receiving a prescription following surgery);
therefore, it might be expected that misuse of pain
relievers, rather than a purely illicit drug such as
heroin, is treated more leniently.

Taken together, the results reveal that judges
perceive defendants who have been convicted of
a robbery and have a reported OUD diagnosis
as less able to logically reason at the time of the
offense and as more likely to reoffend (but not as
more dangerous) than defendants with no reported
OUD. Although related factors were impacted by
an OUD diagnosis, judges recommended similar—
and low (mean of 2.8 years)—sentence lengths
across all three conditions.

Implications

Recent years have seen a growing awareness of the
disproportionate rates of SUDs among incarcerated
individuals and of the opioid epidemic in particular.
The present study provides evidence regarding
how OUD is addressed within the criminal justice
system during sentencing, which has implications
for the successful defense of defendants with OUD
and efforts to promote rehabilitation.

Despite the stigma surrounding SUDs and prior
research demonstrating deleterious criminal justice
outcomes among defendants with SUDs, judges
recommended similar sentence lengths across those
with and without OUD. Heroin use, as compared
to prescription pain reliever misuse, may reflect
a certain level of OUD severity as users develop
a tolerance to opioids and become increasingly
unable to readily access illicit prescription opioids
(Carlson, Nahhas, Martins, & Daniulaityte, 2016).
However, judges in this study did not differentiate
between heroin and prescription pain relievers
when sentencing a defendant convicted of a non-
drug-related crime. Taken together, these findings
suggest that there may be less stigma, as perceived
by judges, surrounding either type of OUD.

Importantly, the findings suggest that the
introduction of a defendant’s OUD diagnosis during
presentencing is unlikely to negatively impact the
defendant. As such, lawyers may benefit from
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presenting this diagnosis in an effort to assuage
judges’ concerns regarding criminogenic risk and
to advocate for rehabilitation of their client. For
example, a defense attorney or defense-retained
expert witness may introduce literature supporting
the inverse relationship between addiction
treatment and recidivism to address the importance
of securing treatment services for the client and
his or her potential for reduced criminogenic risk.
Furthermore, the perceived elevated risk may be
offset by the introduction of existing protective
factors that support and maintain recovery from
OUD (e.g., current participation in a treatment
program, social support).

Treatment providers and researchers can continue
to bridge the gap between the clinical and legal
realms in support of defendants with OUD.
Continued efforts to identify novel, empirically
supported treatment that reduces criminogenic
risk among offenders with OUD (e.g., medication-
assisted treatment; behavioral interventions) would
meaningfully contribute to effectively intervening
in the cycle of relapse and recidivism. Additionally,
those retained to conduct forensic mental health
evaluations should thoroughly assess for OUD,
introduce related protective and risk factors, and
provide treatment recommendations that address
criminogenic risk and relapse.

Overall, judges recommended similar sentence
lengths for convicted defendants with and
without reported OUD, despite factoring in the
OUD diagnosis. This trend suggests that lawyers
may benefit from introducing a defendant’s
OUD diagnosis with an emphasis on its link to
criminogenic risk and reoffending and on the
promising impact of tailored intervention. This
level of transparency would enable the courts and
clinicians to work together to effectively address
the defendant’s OUD and to identify these critical
needs earlier in the criminal justice process.

Limitations

A primary limitation of the study was the lack of
alternative sentencing options. All participants were
asked to provide a sentencing recommendation
in the form of an executed sentence, without an

option to mandate treatment, provide suspended or
probationary sentences, or generate a combination
of options. This exploratory study sought evidence
regarding judges’ sentencing practices given
the high rate of inmates with OUD who have
received an executed sentence (i.e., incarceration
upon conviction). However, with the rise of
rehabilitation-focused courts (e.g., drug court),
this may have limited the extent to which the study
reflected current judicial practices.

The study presented a case in which the defendant
was convicted of a robbery and had a limited arrest
history. The judges’ responses suggested that most
would recommend a relatively lenient sentence
(mean of 2.8 years) across all conditions for the
defendant. Different results may have been obtained
if the crime was more severe (e.g., resulting in
actual rather than threatened bodily harm to the
victim) or if the defendant had a demonstrated
history of reoffending and repeated treatment
attempts, as is the case for many offenders stuck in
the “revolving door.” These factors may also shed
light on the lack of concordance with prior research
demonstrating harsher sentences for offenders with
SUDs convicted of capital crimes.

The defendant’s demographic characteristics may
have impacted sentencing outcome as well. In the
present study, the defendant was a young adult,
Caucasian male. Findings may have differed for a
defendant with a different presentation based on
gender, race, or age. Furthermore, the defendant
presented with solely an OUD diagnosis; however,
74% of prison inmates have co-occurring disorders
(CODs; i.e., meet criteria for both an OUD and an
additional mental health diagnosis or polysubstance
abuse) (Mumola & Karberg, 2006). Given the
high rates of CODs among inmate populations,
the generalizability of the current findings may be
limited. However, given the exploratory nature of
this study, we opted to isolate the effects of one
OUD diagnosis.

Another limitation of the present study was the
relatively limited sample size. Although a small
sample size is associated with increased likelihood
of a Type 1I error, significant differences emerged
within this study, which suggests adequate statistical
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power. Furthermore, given the documented low
response rates among judges (Arnold, 2017) and
the exploratory nature of the study, the small
sample size may be less problematic.

Lastly, despite efforts to recruit from the population
of United States criminal court judges, response
bias may be present; for example, the studys
participants may reflect judges who have an interest
in contributing to behavioral health. Additionally,
the present study did not differentiate between
whether respondents presided over drug courts or
another form of criminal court.

Future Directions

The present study was exploratory in nature and
aimed to provide empirical evidence regarding
the impact of an OUD diagnosis on sentencing in
the criminal justice system. Subsequent research
might investigate the apparent discrepancy
between perceptions and sentencing, including
an examination of potential moderators (e.g.,
presiding over states most impacted by the opioid
epidemic) and a qualitative analysis of judges’
beliefs underlying reported perceptions (e.g., risk
of reoffending due to a need to support drug use
versus a moral shortcoming). Future studies might
also introduce alternative sentencing options
(e.g., suspended sentences), manipulate potential
moderators (e.g., breadth of arrest history), recruit
specific subsamples of criminal court judges (e.g.,
those presiding over drug court), and examine
defendants with co-occurring mental illness or
polysubstance abuse.
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CONCLUSION

The present study investigated whether an
OUD diagnosis impacted judges sentencing
recommendations for and perceptions of a
defendant convicted of a robbery Findings
demonstrated a tendency for judges to view
defendants with OUD as less capable of logical
reasoning at the time of the offense and more
likely to reoffend than their counterparts without
OUD. Despite the impact of OUD on these indirect
sentencing outcomes (i.e., perceptions of the
defendant), there were no significant differences
in sentence length. Additionally, judges did not
distinguish between type of OUD reported (i.e.,
heroin or prescription pain relievers). These
patterns have implications for whether and how
a defendants OUD is addressed during trial or
at sentencing to most effectively provide this
information to the legal decision-maker.
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Disorder among Inmates: A Systematic Review
and Meta-Analysis
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Abstract

Although opioid use disorder (OUD) is an important issue universally, it is a severe problem
among jail and prison inmates, who have disproportionately higher rates (12%-15%) than
the general population (2.1%). The overall aim of this review was to analyze the available
studies of oral or injectable naltrexone versus control using a meta-analytic technique,
comparing retention rates in the experimental group with those in the control group,
as well as other relevant outcome measures. The PRISMA guidelines were followed in
searching six electronic databases for relevant articles and the reference lists from these
articles, as well as electronic sources of ongoing trials. Randomized, quasi-randomized, and
nonrandomized intervention trials involving the use of naltrexone to improve retention in
treatment, to promote cessation or reduction of illicit opioid use, or both, in comparison with
other medications, placebo or no medication (supportive care) in participants diagnosed
as opioid dependent or who were likely to be opioid dependent (on the basis of criteria
established by the authors of the reviewed papers—often from heavy and sustained use
of illicit or prescription opioids) were eligible. Relevant data were analyzed by random-
effects meta-analysis for treatment effect with regard to a range of outcome criteria. The
degree of heterogeneity was also determined. Seven studies involving 613 inmates were
found. Significant heterogeneity was found in the effectiveness of naltrexone at improving
treatment retention; however, there was moderate quality evidence for reducing rates
of reincarceration. Overall, naltrexone was significantly better than control conditions in
improving abstinence from illicit opioids. There is preliminary evidence for the effectiveness
of naltrexone based on the findings of this review. Although quantitative analysis was not
possible for several outcomes, and the quality of the available evidence was limited due to
small sample sizes, inconsistency, and risk of attrition bias, the analyses that were possible
suggest that naltrexone—either oral or through long-acting injectable forms—is of some
value in treating inmates with OUD.
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BACKGROUND

pioids include substances such as heroin,
D morphine, fentanyl, codeine, oxycodone,

and hydrocodone (American Psychiatric
Association  [APA], 2013). While originally
used in the treatment of pain, opioids have
gained increasing notoriety for their misuse and
addictive potential. The last two decades have
seen a dramatic increase in the number of opioid
overdose deaths, and opioids were responsible for
49,000 of the 72,000 drug overdose deaths overall
in the United States in 2017 (deShazo, Johnson,
Eriator, & Rodenmeyer, 2018). The opioid crisis
is also growing in Canada and is driven by both
illegal and prescription opioid use (Lisa & Jessica,
2018). In 2017, Canada’s national report stated
that there were 3,987 opioid-related deaths, with
92% of these deaths being unintentional (Canada
& Canada, 2018). Fentanyl and analogues appear
to be fueling the rise in opioid-related deaths
(Dyer, 2015), with the number of deaths in Canada
involving fentanyl increasing by 17% compared to
2016 (Canada & Canada, 2018). As a majority of
illicit opioid use (including heroin) begins with
use of prescription opioids (Tetrault & Butner,
2015), there has been a widespread emphasis on
reductions in inappropriate opioid prescribing.

Description of the Condition

Opioid use disorder (OUD) is a problematic pattern
of opioid use that causes significant impairment
or distress. Symptoms of the disorder include a
strong desire to use opioids, increased tolerance
to opioids, failure to fulfill major role obligations,
trouble reducing use, and a withdrawal syndrome
with discontinuation or reduction in opioid
consumption. In 2013, OUD affected about 0.4%
of people (APA, 2013). As of 2015, it was estimated
that about 16 million people worldwide have been
affected at one point in their lives (Schuckit, 2016).
Long-term opioid use occurs in about 4% of people
following opioid use for trauma or surgery-related
pain (Mohamadi et al., 2018). Onset is often in
young adulthood, and males are affected more
often than females (APA, 2013). OUD resulted in
122,000 deaths worldwide in 2015 (Reddy, 2016),
up from 18,000 deaths in 1990 (Degenhardt et al.,
2013). In the United States during 2016, there were

more than 42,000 deaths due to opioid overdose,
of which more than 15,000 were the result of
heroin use (deShazo et al., 2018). Individuals with
OUD are often treated with opioid agonist therapy
(OAT) using methadone or buprenorphine, and
such treatment has been shown to reduce mortality
(Sordo et al., 2017). Additionally, individuals may
benefit from psychosocial interventions, such as
cognitive behavioral therapy, individual or group
psychotherapy, 12-step programs, and other peer
support programs (McHugh, Hearon, & Otto,
2010). The rapid-acting opioid receptor antagonist
naloxone is useful for treating an opioid overdose,
and those who are at risk can be given take-home
naloxone as an effective means of harm reduction
(Kumar & Rosenberg, 2017).

Although OUD is an important issue universally,
it is a severe problem among jail and prison
inmates, who have disproportionately higher
rates than the general population (12%-15%).
In the United States alone, there are more than
1.5 million state and federal prisoners (Jarvis
et al., 2018). Many of these prisoners lose their
tolerance to the respiratory-depressant effects of
opioids during incarceration (Hutchinson et al.,
2011); this is important because if untreated, such
individuals have increased susceptibility to opioid
overdose upon release from prison. To compound
this challenge, substance use disorder resources
are scarce in correctional settings, and many
individuals are left untreated; consequently, opioid
use either continues or resumes rapidly after
release from prison (Gordon et al., 2017), placing
newly released inmates at extremely high risk for
death from drug overdose (Binswanger et al., 2007;
Merrall et al., 2010).

Description of the Intervention

There is a growing body of evidence supporting the
effectiveness of opioid agonist pharmacotherapy
in jail and prison settings (Dolan et al., 2003). In
addition, there is increasing evidence that the use of
naltrexone (an opioid antagonist) may be a feasible
and effective intervention for individuals with OUD
who are under criminal justice supervision, and
warrants further investigation with criminal justice
populations (Johansson, Berglund, & Lindgren,
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2006). Naltrexone was first made in 1965 and
approved by the United States Food and Drug
Administration (FDA) in 1984 for the treatment of
addiction to drugs such as heroin, morphine, and
oxycodone (Sadock, Sadock, & Sussman, 2012;
Center for Substance Abuse Treatment, 2009,
p. 4). Naltrexone and its active metabolites are
competitive antagonists at the p-opioid receptor,
k-opioid receptor, and S-opioid receptors (Sadock
et al.,, 2012). Naltrexone reversibly blocks the
intoxicating and reinforcing effects of opioids but
has no opioid-like effects: when taken regularly, it
reduces opiate-taking behavior (Bisaga et al., 2018).
Naltrexone’s modulation of the dopaminergic
mesolimbic pathway (one of the primary centers
for risk-reward analysis in the brain, and a tertiary
“pleasure center”) is hypothesized to be a major
center of the reward associated with addiction that
all major drugs involved in substance use disorder
are believed to activate (Sadock et al., 2012).

The use of long-acting, extended-release injectable
naltrexone (XR-NTX) may be a promising form
of treatment for prerelease prisoners (Gordon et
al., 2017). XR-NTX is supplied as a microsphere
formulation of naltrexone for suspension and is
administered via intramuscular gluteal injection
every 4 weeks, eliminating the need for adherence
to daily oral therapy (Saxon et al., 2018).
Moreover, monthly administration avoids the
daily plasma concentration fluctuations associated
with daily oral administration of naltrexone. Its
lower frequency of administration, the fact it
has no opioid-like effects, and that it cannot be
diverted by patients may make XR-NTX more
acceptable to corrections officials than methadone
or buprenorphine (Kunge et al., 2016). Results
from Russia are especially noteworthy, given that
in a nation with one of the highest rates of heroin
use in the world, methadone and buprenorphine
are not available (Krupitskil et al., 2012, 2010,
2013, 2015). Nonetheless, many American prison
and jail administrators remain reluctant to offer
this opioid agonist pharmacotherapy in their
facilities, largely due to preference for drug-free
interventions (Rich et al., 2015; Zaller et al., 2013).
However, XR-NTX may be eschewed not only due
to a preference of drug-free interventions, but also
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because of its cost—about $1,500 per month—
and has had limited penetration into both prisons
and jails (Lopez, 2017, 2018).

How the Intervention Might Work

There is substantial evidence that naltrexone
is an effective treatment for OUD, particularly
in ameliorating signs and symptoms, including
cravings, following induction (Jarvis et al., 2018;
Sadocketal.,2012). Naltrexone may also encourage
people to enter psychotherapeutic treatment
(Aboujaoude & Salame, 2016; Ahmed et al., 2018).
In turn, effective pharmacotherapy for opioid
cravings and withdrawal may in turn encourage
people who are opioid dependent to subsequently
enter psychotherapy, and may increase the rates
of retention in treatment, reduction or cessation
of illicit opioid use, entry into relapse prevention
treatment, improved quality of life, and decreased
mortality from opioid overdose (Jarvis et al., 2018).

Why It Is Important to Do This Review
While there is increasing recognition that opioid
use and OUD are important public health issues,
naltrexone remains a controversial treatment.
There is inconsistent evidence that naltrexone
lessens the risk of overdose from opioids (Sharma,
Bruner, Barnett, & Fishman, 2016). As well, several
authors have highlighted how the challenges with
initiation and subsequent adherence have limited
the overall potential of naltrexone in the treatment
of OUD (Chang et al., 2018). While not all opioid
users will need pharmacotherapies to manage
opioid withdrawal or support cessation of their use,
it is important that effective pharmacotherapies are
identified for the treatment of OUD, especially for
subpopulations that are not ideal candidates for
traditional opioid agonist treatments—such as
inmates.

As such, this review seeks to establish current
knowledge on the effectiveness of medications in
the treatment of OUD in an inmate population. To
date, no reviews have directly handled or meta-
analyzed the results of intervention studies where
the aim was to improve retention in naltrexone-
treated opioid-dependent individuals who are
either currently prison inmates or involved in
other correctional facilities. This population is
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an important one, particularly when considering
that opioid tolerance can be lost rapidly during
institutionalization; as such, release from
correctional facilities and prisons is an extremely
high-risk period for opioid overdose. Given
naltrexone’s pharmacologic properties, it may be
an effective means of preventing death following
release from prison.

OBJECTIVES

As most individuals who are incarcerated do not
have access to any pharmacotherapy for OUD,
demonstrating the effectiveness of naltrexone
in a prison setting may serve to make it more
available to those who wish to take it, and may
also encourage attitudinal changes on the part
of correctional staff for the treatment of OUD.
The overall aim of this review was to analyze the
available studies of naltrexone versus control using
a meta-analytic technique, comparing retention
rates in the experimental group with those in the
control group as well as other relevant outcome
measures.

METHODS

Criteria for Considering Studies for This
Review

Types of Studies

Randomized controlled trials that provided detailed
information on the type and dose of naltrexone
used and the characteristics of participants treated
were considered eligible.

Types of Participants

Studies that involved participants diagnosed
as opioid dependent (or who were likely to be
dependent, at the discretion of the authors of
the reviewed papers, based on reported dose and
duration, and frequency of use) who were either
imprisoned or recently released from prison or
correctional facilities were considered eligible.

Studies involving participants dependent on,
and withdrawing from, both opioid and other
substances were included, but studies involving
participants dependent on and withdrawing only
from substances other than opioids (e.g., alcohol,

stimulants) were excluded. It was intended to
use subgroup analyses to assess the impact of
concurrent substance use disorders or comorbid
diagnoses on the effectiveness of naltrexone for
OUD, but there were insufficient data for such
analyses to be undertaken.

Studies undertaken in either inpatient or outpatient
settings were included. Studies undertaken
in purely research settings, such as residential
research laboratory settings, were excluded.

Types of Interventions

Experimental  interventions  involved  the
administration  of  naltrexone  formulations
(either oral or parenteral) with the aim of
reducing the symptoms and signs of OUD.
Comparison interventions involved the use of
different pharmacotherapies, placebo, or no
pharmacotherapy (supportive care) with or
without psychosocial interventions.

Types of Outcome Measures

Primary Outcomes

1. Number of participants abstinent from illicit
opioids at the end of treatment as determined
by self-report, urine drug screens, or both

2. Number of participants who completed
scheduled treatment

3. Number of participants
reincarcerated

4. Intensity of opioid withdrawal as determined
by scores on withdrawal scales, the need
for symptomatic medications in addition
to the experimental intervention, or overall
assessments by clinicians and participants

5. Nature, incidence, and frequency of adverse
effects and whether the planned medication
regime was modified in response to adverse
effects

who  were

Secondary Outcomes

1. Level of opioid use at the end of treatment as
measured via participant-reported level of use,
urine drug screens, or both

2. Number of participants engaged in further
treatment  following completion of the
intervention
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Search Methods for
Studies

All  searches included non-English language
literature. No studies were found in languages
other than English.

Identification of

Electronic Searches

The following databases were searched:

1. PubMED (inception to 3 January 2019)

2. MEDLINE (1946 to 3 January 2019) via Ovid
Online

3. EMBASE (1980 to 3 January 2019) via Ovid
Online

4. PsycINFO (1806 to week 3 January 2019) via
Ovid Online

5. Cochrane Central Register of Controlled Trials
(inception to 3 January 2019)

6. The Cochrane Library (inception to 3 January
2019)

A search strategy to retrieve references was
developed relating to the treatment of OUD using
naltrexone in inmates. This strategy was adapted to
each of the databases listed above. For details, see
Appendix 1, available online at https://www.nadcp.
org/advancingjustice/journal-for-advancing-
justice/volume-ii/.

Searching Other Resources

The reference lists of relevant review articles and
retrieved studies were hand-searched to identify
any further studies of interest that were not
retrieved by the electronic search. In addition,
some of the main electronic sources of ongoing
trials were examined for relevant articles:

1. ClinicalTrials.gov

2. Current Controlled Trials (www.controlled-

trials.com/)

Data Collection and Analysis

Selection of Studies

Initially, the titles and abstracts of records retrieved
from the systematic search were screened according
to the identified inclusion and exclusion criteria.
Details of the study selection are outlined in Figure 1.

Data Extraction and Management
Following study selection, key information from
the included studies was extracted using a data-

JOURNAL for Advancing Justice

collection form to record information against
the outcome measures (abstinence, intensity
of withdrawal, adverse effects, completion of
treatment, change in opioid use, and engagement
in follow-up treatment). Key findings of studies
were summarized descriptively in the first
instance, and the capacity for quantitative meta-
analysis was considered. Sufficient information
was extracted from reports of included studies to
enable assessment of the risk of bias.

Assessment of Risk of Bias in Included
Studies

The Cochrane Risk of Bias Tool for intervention
studies was used to assess the quality of six specific
domains: random sequence generation, allocation
concealment, blinding, incomplete outcome data,
selective outcome reporting and “other issues”
(Higgins et al., 2011). Each included study was
analyzed and described according to these domains
and “graded” in accordance with the handbook
guidelines. Details of the assessments of risk of bias
are included in Figures 2 and 3.

Measures of Treatment Effect

For dichotomous outcomes, risk ratios (RR) with
05% confidence intervals (CI) were calculated.
For continuous outcomes, standardized mean
differences (SMD) with 95% CI were calculated.

Unit of Analysis Issues

In studies with more than two treatment arms
(two different doses of naltrexone and placebo),
the active medications, compared to placebo, were
included in separate subgroups, and the calculation
of overall totals was suppressed, thereby avoiding
the unit of analysis error of double-counting
participants. Where urine drug screens were
reported in studies, the unit of analysis was the
number of study participants and not the number
of tests performed.

Dealing With Missing Data

Original investigators were contacted if missing
data were requested. However, this was not
undertaken given the limited extent of missing
data and the reduced capacity for meta-analysis.
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Assessment of Heterogeneity

Clinical and methodological  heterogeneity
were assessed by reviewing the variations
between studies in terms of the characteristics of
participants included, the interventions, and the
reported outcomes. Statistical heterogeneity was
assessed using the Chi* test and its p value, by
visual inspection of the forest plots, and by the I?
statistic (Higgins & Thompson, 2002). A p value
of the Chi* test lower than 0.10 or an * statistic
of at least 50% indicated a significant statistical
heterogeneity.

Data Synthesis

Review Manager 5.3 was used for statistical
analyses (The Cochrane Collaboration, 2014). In all
analyses, random-effects modeling was employed.

Subgroup Analysis and Investigation of

Heterogeneity

This review aimed to consider the following

potential sources of heterogeneity through

subgroup analyses:

1. Concurrent substance use disorders (e.g.,
stimulants, alcohol);

2. Concurrent psychiatric illness and current
treatment for a psychiatric illness;

3. The nature of the treatment setting;

Demographics (e.g., gender, age); and

5. The nature of adjunct treatment if provided
(e.g., psychosocial treatments).

-

However, none of these analyses were possible due
to limitations of the studies that met the inclusion
criteria.

Sensitivity Analysis

Methodological quality was not used as a criterion
for inclusion in this review. Limitations in the data
reported by the studies that met the inclusion
criteria meant that sensitivity analysis was not
possible. However, the risk of bias was discussed
in presenting the results.

Appendices for this article include details
concerning the search strategy, study
characteristics, and risk of bias. They are available
online at nadcp.org/advancingjustice/journal-for-
advancing-justice/volume-ii/.

RESULTS

Description of Studies
Table 1 outlines the key characteristics of the
included studies and the study participants.

Results of the Search

The search strategy identified 165 unique citations
from which 13 full-text studies were identified as
potentially relevant to this review (see Figure 1).

Included Studies

A total of 7 studies met final inclusion criteria for
this meta-analysis (Cornish et al., 1997; Coviello
et al., 2010; Friedmann et al., 2018; Gordon et al.,
2015; Lee et al., 2015; Lee et al., 2016; Lincoln,
Johnson, McCarthy, & Alexander, 2017). Of
these, six were randomized controlled trials, and
one was a prospective cohort study. In total, 613
participants were represented across studies. Of
these, 369 of the participants received naltrexone
while 244 received the control intervention. In all
studies, participants were offered some form of
psychological therapy in addition to medication
(or placebo). Two studies (Cornish et al., 1997;
Coviello et al., 2010) used oral naltrexone (250-
300 mg per week) inducted in the community
under probation officer supervision, while the
remaining five studies used monthly, long-acting
naltrexone injections that were inducted either
prerelease or postrelease.

All studies excluded participants with severe
and unstable concurrent medical or psychiatric
illnesses, including other substance use disorders;
however, comorbid depression or anxiety disorders
were permitted so long as the patient was not
deemed to be imminently suicidal, homicidal, or
psychotic. Across studies, the target population
was adults with a current diagnosis of OUD (or
opioid dependence) who were either inmates,
parolees, or had a recent history of incarceration
and were on probation. In all studies, these
diagnoses were confirmed using the Diagnostic
and Statistical Manual (DSM)-IV or DSM-5 criteria
(American Psychiatric Association, 2013). The
average age of participants varied from 34 to 44
years of age. Participants were primarily male, but
there was diversity in the rrepresentative races and
ethnicities of participants, with roughly similar
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numbers of Caucasian, African American, and
Hispanic participants in total.

In all studies, participants were required to be
abstinent from opioids at the outset of the study
(which was confirmed by self-report, a negative
urine drug screen for all opioids, and a negative
naloxone challenge).

Excluded Studies

Six studies that were considered potentially relevant
to the review and assessed in detail were excluded
from the review (see Figure 1 and Characteristics of
Excluded Studies). The reasons for exclusion were:
systematic review and/or meta-analysis [three
studies] (Jarvis et al., 2018; Johansson et al., 2006;
Sharma et al., 2016); no study data [two studies]
(Gordon et al., 2017; McDonald et al., 2016); no
relevant outcomes [one study] (Soares et al., 2019).

Risk of Bias in Included Studies

For summary results of the judged risk of bias
across the included studies for each domain,
see Figure 2 and Figure 3. The overall quality of
included studies was low due to the fact that there
were inconsistencies in the use of controls, a lack of
blinding, and mostly small sample sizes.

Allocation (Selection Bias)

Five studies were randomized, controlled trials, and
were rated as having low risk of selection bias due
to allocation or randomization. The remaining two
studies (Gordon et al., 2015; Lincoln et al., 2017)
were rated as having a high risk of selection bias due
to their absence of controls (for the former), and the
absence of an adequate description of the methods
of randomization and allocation (in the latter).

Blinding (Performance Bias and Detection
Bias)

As all seven included studies were open label; all
were at high risk of performance and detection bias.

Incomplete Outcome Data (Attrition Bias)
With the exception of two studies (Friedmann et
al., 2018; Lee et al., 2015) that had low rates of
overall attrition, the remaining five studies had
high rates of patient drop-out and were rated as
having a high risk of attrition bias.
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Selective Reporting (Reporting Bias)

The studies were consistent in their method of
reporting their stated objectives and outcomes and
were rated as having a low risk of reporting bias.

Other Potential Sources of Bias

In all seven studies, the risk of other potential
sources of bias was rated as unclear. In the five
studies using XR-NTX, the studies were funded
by Alkermes, Inc., and there was a potential risk
of bias from the funding source, as Alkermes
produces and markets injectable naltrexone in
the United States. In the two remaining studies
(Cornish et al., 1997; Coviello et al., 2010),
there was potential for selection bias due to the
fact that the study participants were willing to
participate. Across studies, constraints on external
validity are particularly relevant because those
who participated in the study had greater access
to treatment and potentially more motivation than
the general OUD population—particularly those
who chose not to participate.

Effects of Interventions

Retention

Naltrexone—either by oral or extended-release
routes (XR-NTX)—did not significantly improve
retention in treatment (RR: 1.29; 95% CI: 0.92
to 1.81; 4 studies; I? = 35%). There was also no
significant improvement in rates of community
engagement at the completion of treatment (RR:
0.96; 95% CI: 0.81 to 1.13; 2 studies; I? = 0). In
the two studies comparing pre- and postrelease
induction of XR-NTX, there was no significant
improvement in retention (RR: 1.62; 95% CI: 0.54
to 4.81; 2 studies; I> = 0).

Reincarceration

Naltrexone—either by oral or extended-release
routes—was associated with a significant reduction
in rate of posttreatment reincarceration (RR: 0.52;
95% CI: 0.31, 0.89; 4 studies; I> = 62%).

Opioid and Other Drug Use

Naltrexone—either by oral or extended-release
routes—significantly reduced illicit opioid use, as
confirmed by urine drug screening (RR: 0.60, 95%
CI: 0.49 to 0.74; 4 studies; I> = 0). However, there
was no significant reduction in cocaine or alcohol
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use or in the rates of intravenous drug use (IVDU).
Meta-analysis was not possible due to insufficient
outcome reporting by candidate studies for other
substance use-related outcomes (benzodiazepines,
amphetamines, or marijuana).

Adverse Events and Overdoses

There was inconsistent evidence that naltrexone—
either by oral or extended-release routes—reduced
the number of fatal or nonfatal opioid-related
overdoses. However, the relevant adverse events
reported by eligible studies is reported in Table
2. Across studies, naltrexone was largely well
tolerated by most participants.

DISCUSSION

Summary of Main Results

On the basis of this review, naltrexone—either
oral or via extended-release injections—has
preliminary evidence for improving a variety
of prognostic outcomes in inmates with OUD,
including reducing rates of reincarceration and
improving rates of abstinence from illicit opioid
use. Most of the studies were 6 months in length,
and the effectiveness of naltrexone should be
kept in perspective for that reason. Although this
meta-analysis did not find statistically significant
improvements in other outcomes (such as the rates
of IVDU, reductions in other classes of substance
use, retention in treatment, or engagement in
community follow-up), naltrexone shows promise
in supporting the needs of the some of the most
vulnerable individuals who struggle with OUD.

Overall Completeness and Applicability
of Evidence

Overall, these results are limited by the few studies
that have been conducted on inmates and recently
incarcerated individuals with a history of OUD.
There were only two studies that suggested oral
naltrexone was useful, while the remaining five
involved XR-NTX and showed variable efficacy.
Several relevant studies excluded by this review
are notable for their contributions to the field. For
example, Soares and colleagues’ recent publication
(Soares et al., 2019)—which explicitly looked at
arrests associated with the Lee 2016 study included
in this review—found no difference between

naltrexone and treatment as usual. Although this
reflects the current state of knowledge on the use
of naltrexone in this population, there is a need for
larger studies that can more definitively measure
relevant opioid outcomes over a longer duration
of follow-up. Although the included studies
primarily focused on naltrexone therapy, previous
studies have looked at the efficacy of adjunctive
psychosocial interventions, such as motivational
interviewing and contingency management
(Aboujaoude & Salame, 2016). However, the
usefulness of adjunctive psychosocial treatment for
OUD has received robust criticism more recently,
suggesting the efficacy may be more limited than
originally thought (Schwartz, 2016).

Quality of the Evidence

The studies included in this review were small in
size, and the quality of the evidence was assessed
as being generally low. None of the studies were
blinded, and there was significant heterogeneity in
the use of controls, randomization, interventions, and
outcomes. These factors limited the extent to which
meta-analysis and meta-regression were possible.

Potential Biases in the Review Process
Pharmacological approaches to the management of
OUD using naltrexone are still in an experimental
phase, but there is preliminary evidence of
effectiveness. Although the use of naltrexone for
OUD is more well established in the noninmate
population, larger studies are still needed to
generate the evidence base for the more widespread
use of naltrexone for other populations with OUD.
As studies with negative or neutral findings are less
likely to be published, it is also possible that there
are further such studies that were not located in
this review (although using clinical trial registries,
no active or ongoing trials were identified).

Agreements and Disagreements With
Other Studies or Reviews

Five recently published reviews of the use of
naltrexone in individuals with OUD (Bahji & Bajaj,
2018; Crowley & Van Hout, 2017; Jarvis et al.,
2018; Johansson et al., 2006; Sharma et al., 2016)
were identified; however, this review is the first to
meta-analyze inmate-specific outcomes. All are in
agreement that naltrexone shows promise for the
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treatment of OUD; but there is currently insufficient
evidence to support its broad therapeutic use in
inmate populations. These reviews also identify
the advantages of adjunctive psychotherapies,
such as motivational enhancement therapy, drug
counseling, and cognitive behavioral therapy, as
having demonstrated efficacy in decreasing illicit
opioid use and improving overall functioning.
Hence, these reviews support the conclusion that
psychological approaches should continue to be
offered in conjunction with pharmacotherapies
for inmates with OUD. Controlled environments
offer an excellent opportunity to initiate XR-NTX
because individuals who were opioid dependent
prior to imprisonment have a high likelihood of
remaining abstinent in the controlled correctional
environment for the required length of time prior
to initiating XR-NTX treatment. Thus, increased
access to effective treatment interventions that
begin during incarceration and continue in the
community is needed for inmates with OUD
(Chandler et al., 2016; Dolan et al., 2003; Murphy
etal., 2017).

CONCLUSIONS

Implications for Practice

There is preliminary evidence for the effectiveness
of naltrexone based on the findings of this review.
Although quantitative analysis was not possible for
several outcomes, and the quality of the available
evidence was limited due to small sample sizes,
inconsistency, and risk of attrition bias, the analyses
that were possible suggest that naltrexone—either
oral or through long-acting injectable forms—is of
some valuein treatinginmates with OUD. In general,
oral naltrexone is not a first-line recommendation
for individuals with OUD—except in a controlled
environment—because it is too easily discontinued

]OURNAL for Advancing Justice

(Chang et al., 2018; DeFulio et al., 2012; Dunn et
al., 2015; Dunn et al., 2013). With this in mind,
some facilities—for various reasons—may only
be able to use the antagonist naltrexone and may
not have access to buprenorphine and methadone,
and that for those facilities, this meta-analysis
supports the use of naltrexone. However, there
remains insufficient evidence that completion of
treatment is more likely with naltrexone, although
there is moderate quality evidence that naltrexone
improved abstinence from illicit opioid use and
reduced reincarceration. Hence, it is concluded that
preparations containing naltrexone are of potential
value, but the limitations of the evidence are
such that this application of naltrexone should be
considered to still be experimental when compared
to the more substantiated evidence base for the use
of opioid agonist therapies, like methadone and
buprenorphine.

Implications for Research

Naltrexone warrants further investigation for the
treatment of OUD among inmates. The use of
naltrexone to promote cessation of illicit opioid use
is a worthwhile topic for future research, given the
potential to save countless lives from unintentional
fatal opioid overdose. Further studies should
compare the effectiveness of different preparations
(for example, oral versus long-acting injectable
naltrexone, different doses, longer durations of
treatment), and could explore the use of adjunctive
medications and therapies. Additionally, more
head-to-head studies comparing naltrexone
to opioid agonists (such as buprenorphine or
methadone) would be useful, building on early
noninferiority trials (Tanum et al., 2017); and
more consistent reporting of outcomes will enable
a more comprehensive meta-analysis in the future.
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Table 1. Sample Characteristics

at outset (UDS-con-
firmed), good health,
informed consent, 18+,
DSM-IV diagnosis.
Exclusion: pregnant,
breastfeeding, severe
concurrent medical/
psychiatric illness, chronic
pain.

days confirmed
abstinent to week 4
% urine samples
positive for opioids
through 6 months
time to opioid
relapse

% of participants
who relapsed to
opioids

Study Duration | Design | Participants Intervention | Comparator Outcome Findings
Measures
Cornish 6 months | Ran- Opioid-dependent federal | 300 mg oral Drug counseling (N | Retention/adherence | 52% in the naltrexone
1997 domized, | probationers (N = 51 naltrexone =11 Reincarceration group continued for 6
USA open-la- | Demographics: average | weekly Opioid use/absti- months and 33% re-
bel, con- | age 39 years; 90% male; | inducted in the nence mained in the control
trolled, 24% White, 62% Black, | community (N Mean % opioid-posi- | group. Opioid use was
parallel 14% Latino. =34 tive urine tests significantly lower in
group Inclusion: abstinent the naltrexone group.
trial from opioids at 46% of the controls
outset (UDS-confirmed), and 26% of the
minimum of 2 years naltrexone group (p
federal probation or < .05) had their pro-
parole, history of heroin bation status revoked
dependence, willingness within the 6-month
to participate. study period and
Exclusion: not described. returned to prison.
Coviello 6 months | Ran- Opioid-dependent 300 mg per Standard psycho- Retention/adherence | The TAU participants
2010 domized, | offenders under legal week of oral social treatment as | Reincarceration who remained in
USA open-la- | supervision in the com- naltrexone usual (N = 55 Employment treatment used more
bel, con- | munity (N = 111) inducted in the HIV risk behaviors opioids than those
trolled, Demographics: average | community Abstinence/opioid who remained in the
parallel age 34 years; 82% male; | plus standard use naltrexane group.
group 47% Caucasian, 26% psychosocial Time to relapse
trial Black, 27% Hispanic treatment as uns
Inclusion: 18-55; usual (N = 56)
DSM-IV diagnosis;
good general health;
6+ months' probation/
parole; abstinent
from opioids at outset
(UDS-confirmed).
Exclusion: severe
concurrent psychiatric/
medical illness; chronic
pain disorder; prior use
of opioid antagonist in
last 6 months; pregnant
or breastfeeding
Fried- 6 months | Ran- Opioid-dependent adult Monthly XR- Monthly XR-NTX Induction Prerelease group had
mann domized, | inmates (N = 15) NTX injections | injections inducted | Retention/adherence | greater abstinence
2017 open-la- | Demographics: average inducted postrelease (N Overdose than postrelease
USA bel, con- | age of 35 years; 93% prerelease (N = 6) Opioid use/absti- group. Time to
trolled, male; 83% Caucasian. =9 Max: 6 nence relapse was longer
parallel Inclusion: currently incar- | Max: 6 Mean: 1.3 (1.9) % of days confirmed | in the prerelease
group cerated, not interested in | Mean: 2.8 (1.9) opioid abstinence to | group compared to
trial opioid agonists, abstinent week 4 postrelease.
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Study Duration | Design | Participants Intervention | Comparator Outcome Findings
Measures
Gordon 7months | Uncon- Prerelease adult inmates | Monthly XR- No controls Retention/adherence | Fewer completers
2015 trolled, with opioid dependence | NTX injections Reincarceration (20.0%) used opioids
USA open-a- | (N =27) inducted Overdose than noncompleters
bel pilot | Demographics: average | prerelease (N Opioid use/absti- (68.8%).
trial age 39.9 (SD = 8.3) =21 nence
years; 59.3% male; 85% | Max: 7 % of participants
Black. Mean: 4.1 (2.5) who used opioids to
Inclusion: 18 years or follow-up
older, DSM-IV diagnosis,
treatment-seeking,
eligible for release within
30 days of screening,
abstinent from opioids at
outset (UDS-confirmed).
Exclusion: pregnant,
breastfeeding, severe
concurrent medical/psy-
chiatric illness, unstable
renal/hepatic function,
HIV/AIDS, obesity,
recent opioid overdose,
known drug allergy.
Lee 2016 | 6 months | Ran- Adult criminal justice Monthly XR- Standard psycho- Induction, Adher- In this trial involving
USA domized, | offenders with histories | NTX inducted in | social treatment as | ence/retention criminal justice of-
open-la- | of opioid dependence (N | the community | usual (N = 155] Unsafe sex fenders, XR-NTX was
bel, con- | = 308) plus standard Reincarceration associated with a rate
trolled, Demographics: average | psychosocial Abstinence/opioid of opioid relapse that
parallel age 44 years; 85% male; | treatment as use was lower than that
group 77% Black or Hispanic. | usual (N = Time to opioid with usual treatment.
trial Inclusion: 18-60 years 153) relapse Opioid-use prevention
old, DSM-IV diagnosis, Max: 6 % who relapsed to | effects waned after
treatment seeking, Mean: 4.6 (2.0) opioids treatment discontin-

community dwelling who
were recently incarcerat-
ed on probation/parole,
abstinent from opioids at
outset (UDS-confirmed).
Exclusion: pregnant,
breastfeeding, severe
concurrent medical/psy-
chiatric illness, unstable
renal/hepatic function,
HIV/AIDS, obesity,
recent opioid overdose,
known drug allergy.

% of opioid-negative
ubs

% of 2-week inter-
vals with confirmed
opioid abstinence

% days opioid use
cocaine

alcohol

VDU

uation.
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from opioids at outset
(UDS-confirmed), patient
request, registered

in probation/parole
program,

Exclusion: severe con-
current medical/psychi-
atric illness, pregnancy,
unstable renal/hepatic
function, chronic pain.

Study Duration | Design | Participants Intervention | Comparator Outcome Findings
Measures
Lee 2015 | 2 months | Ran- Prerelease adult inmates | Monthly XR- Standard psycho- Induction Compared to treat-
USA domized, | (N = 34) NTX injections | social treatment as | Adherence/retention | ment referral, the XR-
open-la- | Demographics: average | inducted usual (N =1 Overdose NTX group had lower
bel, con- | age 44 years; 100% prerelease Abstinence/opioid rates of opioid relapse
trolled, male. plus standard use at weeks 4 (37.5
paral- Inclusion: 18+, DSM-IV | psychosocial Opioid relapse by versus 88.2%) and 8
lel-group, | diagnosis, currently treatment as weeks 4 and 8 (50.0 versus 94.1%),
pilot incarcerated with usual (N = 17) Confirmed opioid higher confirmed
known release date, Max: 2 abstinence to weeks | abstinence through
not interested in agonist | Mean: 1.6 (0.7) 4and 8 weeks 4 (50.0
treatment, abstinent % of urine samples | versus 11.8%) and 8
from opioids at outset negative for opioids | (50.0 versus 5.9%)
(UDS-confirmed) to weeks 4 and 8 and higher rates of
Exclusion: severe con- opioid-negative urine
current medical/psychi- samples through
atric illness, pregnancy, weeks 4 (58.5 versus
unstable renal/hepatic 28.9%) and 8 (59.6
function, chronic pain. versus 24.2%)
Lincoln 6 months | Pro- Adult inmates with OUD | Monthly XR- Monthly XR-NTX Induction Rate of retention was
2017 spective | (N = 67) NTX injections | injections inducted | Adherence/retention | higher in group with
USA cohort Demographics: average | inducted postrelease (N Overdose treatment initiation
study age 33 years; 65% Cau- | prerelease (N =20 prior to release as
casian, 30% Hispanic, =47) Max: 6 compared to those
5% Black Max: 6 Mean: 1.8 (1.1) started in community.
Inclusion: abstinent Mean: 3.6 (1.8)

Footnotes: UDS = urine drug screen; TAU = treatment as usual; DSM = Diagnostic and Statistical Manual of Mental Disorders; XR-

NTX = extended-release naltrexone.
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Table 2. Side Effects Reported

Study

Adverse Effects Reported

Cornish 1997

Overall, there were few side effects reported and there were actually higher levels of distress reported by the control group
than among naltrexone subjects.

Coviello 2010

Overall, there were few side effects reported and there were actually higher levels of distress reported by the control group
than among naltrexone subjects.

Friedmann 2017

Adverse event data were collected for 12 of 15 participants. During the active treatment phase, 6 participants reported a total
of 16 adverse events, including dry mouth, kidney stone pain, fatigue, lump at injection site, anxiety, blurred vision, jitters,
abdominal pain, vomiting, nausea (2), insomnia (2), edema/gout, damaged eye socket, and broken/ dislocated jaw. Of the 6
participants, 2 reported 1 event, 2 reported 2 events, 1 reported 3 events and 1 reported 7 events. Only 8 events among 3
participants were classified as drug related or possibly drug-related (all not serious): dry mouth, fatigue, lump at injection site,
nausea (2], insomnia (2) and edema/gout. Only one participant reported serious adverse events (not study-related): damaged
eye socket and broken/dislocated jaw. The prerelease group reported a higher number of events during the study.

Gordon 2015

There were no overdoses or deaths reported during the study in the completers or noncompleters. There was a total of 7 SAEs
with 1 person accounting for 2 of those serious adverse events. Three of the 7 SAEs were for psychiatric disorders with 1
reporting suicidal ideations (1 participant accounted for 2 of the psychiatric SAEs). Two SAEs were for allergic reactions; 1 was
food poisoning; and the second was a possible reaction to XR-NTX that was received in prison. The remaining 2 SAEs were for
cellulitis and an abscess on the hand. Two of the 7 participants were discontinued from receiving study drug because the study
physician decided that it was possibly related to study drug (suicidal ideation and the possible allergic reaction to XR-NTX).
Twenty-six of 27 participants (96.3%) experienced 1 or more AEs during study participation. Consistent with information on
the product label, the most common AEs were nasopharyngitis, hypertension, nausea, and headache, and were observed in 12
(44%), 11 (41%), 9 (33%) and 7 (26%) participants, respectively.

Lee 2016

Adverse events, including medication-related adverse events, were more common among participants assigned to extended-
release naltrexone than among those assigned to usual treatment; however, significantly more serious adverse events occurred
in the usual-treatment group than in the extended-release naltrexone group. All recorded overdose events, fatal or nonfatal,
occurred among participants assigned to usual treatment (0 events in the extended-release naltrexone group versus 5 in the
usual-treatment group from week 0 to 25, p = 0.10; 0 versus 7 events from week 0 to 78, p = 0.02); no overdoses occurred
in the extended-release naltrexone group after discontinuation of the agent.

Lee 2015

There were no study-related serious adverse events, including no observed or self-reported accidental opioid overdoses or
deaths.

Lincoln 2017

Not reported.
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Table 3. Summary of Meta-Analyses

Outcome Studies Participants | Statistical Method Effect Estimate
Retention 4 504 Risk Ratio (M-H, Random, 95% Cl) 1.290.92, 1.81]
Retention (weeks) 2 66 Std. Mean Difference (IV, Random, 95% Cl) 0.64 [-0.55, 1.83]
Community Engagement 2 342 Risk Ratio (M-H, Random, 95% Cl) 0.96[0.81,1.13]
Retention (pre- vs. postrelease) | 2 82 Risk Ratio (M-H, Random, 95% Cl) 1.62[0.54, 4.81]
Reincarceration 4 504 Risk Ratio (M-H, Random, 5% CI) 0.5210.31, 0.89]
Opioid 4 455 Risk Ratio (M-H, Random, 95% Cl) 0.60[0.49, 0.74]
Cocaine 4 163 0dds Ratio (M-H, Random, 95% Cl) 1.19(0.38, 3.78]
Amphetamine 1 51 Odds Ratio (M-H, Random, 95% Cl) 0.16 [0.01, 4.13]
Benzodiazepine 1 51 0dds Ratio (M-H, Random, 95% Cl) 0.4810.03, 8.26]
Marijuana 1 51 0dds Ratio (M-H, Random, 95% Cl) 0.62[0.12, 3.18]
Alcohol 2 359 0dds Ratio (M-H, Random, 95% Cl) 0.911(0.45, 1.83]
Self-Reported Abstinence 2 340 0dds Ratio (M-H, Random, 95% Cl) 4.2210.77, 23.29]
Time to Relapse (weeks) 1 308 Std. Mean Difference (IV, Random, 95% Cl) Not estimable
Intravenous Drug Use 2 342 Odds Ratio (M-H, Random, 95% Cl) 1.391[0.22, 8.77]
Any Overdose 1 308 0dds Ratio (M-H, Random, 95% Cl) 0.06[0.00, 1.14]
Fatal Overdose 1 308 0dds Ratio (M-H, Random, 95% Cl) 0.1410.01, 2.77]
Deaths 1 308 0dds Ratio (M-H, Random, 95% Cl) 0.40(0.08, 2.08]
1+ Adverse Event 1 308 Odds Ratio (M-H, Random, 95% Cl) 2.53 [1.54, 4.16]
Serious Adverse Events 1 308 0dds Ratio (M-H, Random, 95% Cl) 0.2910.15, 0.53]
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Figure 1. PRISMA Study flow diagram.
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Figure 2. Risk of bias graph: consensus judgments about each risk of bias item
presented as percentages across all included studies.
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Figure 3. Risk of bias summary: consensus judgments about each risk of bias item
for each included study (green = low risk; red = high risk; yellow = unclear risk).
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Figure 4. Forest plot of comparison: overall retention in treatment.

Naltrexone Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Cornish 1997 18 34 & 17 15.0% 1.50 [0.73, 3.07] ik
Coviello 2010 31 56 32 55 37.1% 0.95 [0.69, 1.32]
Lee 2015 3 17 2 17 3.0% 1.50 [0.29, 7.87] —_—
Lee 201& B7 153 56 155 43.1% 1.57 [1.22, 2.02] L 3
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Figure 5. Forest plot of comparison: community engagement.

Naltrexone Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% ClI M-H, Random, 95% CI
Lee 2015 3 17 2 17 1.0% 1.50 [0.29, 7.87]
Lee 201& 85 153 101 155 900X 0.95 [0.80, 1.13]
Total (95% CI) 170 172 100.0% 0.96 [0.81, 1.13]
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Figure 6. Forest plot of comparison: retention in treatment prerelease
versus postrelease.

Prerelease Postrelease Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
Friedmann 2017 3 9 0 6 14.4% 3.50 [0.20, 62.27] f
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Figure 7. Forest plot of comparison: reincarceration.

Naltrexone Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% ClI M=H, Random, 95% CI
Cornish 1997 £l 34 10 17 24.5% 0.45 [0.23, 0.59] —
Coviello 2010 7 58 27 55 22.0% 0.25 [0.12, .54] —
Lee 2015 5 17 7 17 1R.3% 0.71 [0.28, 1.81] —
Lee 2014 s 153 45 155 34.2% 0.79 [0.54, 1.15] —m
Total (95% CI) 260 244 100.0% 0.52 [0.31, 0.89] ’
Total events 58 B9
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Figure 8. Forest plot of comparison: mean positive urine drug screens for opioids.

Naltrexone Control Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% ClI M-H, Random, 95% CI
Cornish 19867 3 34 5 17 2.5% 0.30 [0.08, 1.11] _—
Coviello 2010 1B 31 27 32 354X 0.69 [0.49, 0.96] -
Lee 2015 ] 18 18 17 16.0% 0.53 [0.32, 0.88] —
Lee 2016 40 153 60 155 422X 0.59 [0.43, 0.81] -
Total (95% CI) 234 221 100.0% 0.60 [0.49, 0.74] L)
Total events &9 117
Heterogenelty: Tau® = 0.00; ChE = 2.04, df = 3 {P = .56 F = 0% It'l o1 051 ] llb 100=

Test for overall effect: Z = 4.78 (P < 0.00001) Favors Naltrexone Favors Control
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Abstract

Medication-assisted treatment (MAT) combined with behavior therapy continues to be
one of the most effective and well-documented treatment options for individuals with an
opioid use disorder. Research also suggests that MAT can be particularly effective when
used in conjunction with the criminal justice system, especially in specialty courts. However,
despite the promising research surrounding MAT, there continues to be a lack of knowledge
and stigmatizing beliefs surrounding MAT. This can have profoundly negative impacts
on the individuals who stand to benefit from this treatment option. The current research
explores the knowledge and beliefs of MAT among (n = 234) treatment and criminal
justice professionals, within a large community corrections nonprofit in the Midwest
that specializes in substance use disorder treatment. The research draws on five different
perspectives: resident supervisors (frontline staff), caseworkers, treatment staff, ancillary
staff, and management staff. Logistic regressions were used to compare the knowledge and
opinions of MAT by perspective, and significant differences in knowledge and opinions are
discussed. This research lays the foundation for the need to explore knowledge and opinions
of MAT by employee position within an agency, and provides evidence for the importance of
identifying stigmatizing beliefs among treatment and criminal justice professionals.
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INTRODUCTION
|V| edication-assisted treatment (MAT) is a term

used to describe a form of substance use

disorder (SUD) treatment that combines the
use of behavior therapy and medications to treat an
individual’s SUD. MAT for opioid addiction comes
in three common forms: methadone, naltrexone,
and buprenorphine. In brief: methadone acts as an
opioid agonist, easing the symptoms of withdrawal
from opioids; naltrexone is an opioid antagonist
that blocks the effects of opioids, so it poses no
risk for physical dependence or misuse; and
buprenorphine is an opioid agonist/antagonist that
blocks the effects of opioids while simultaneously
reducing cravings. Different MATs are better suited
for different individuals and situations (for further
reading on the types of MAT, see Bart, 2012;
SAMHSA, 2018).

The Importance of MAT

The evidence supporting the use of MAT for opioid
use disorder (OUD) is comprehensive and well
documented. In regard to methadone, a meta-
analysis of research to date found that methadone
maintenance  treatment  increased  treatment
retention and had positive impacts on secondary
outcomes such as mortality, drug-related HIV risk
behaviors, and criminal activity (Fullerton et al.,
2014). In a recent review of the literature regarding
OUD treatment with buprenorphine, Soyka (2017)
writes that buprenorphine is both safe and effective
for treating OUD, further detailing the documented
advantages and disadvantages of buprenorphine
compared to methadone. Naltrexone, especially
in its injectable extended-release form (XR-NTX),
has been garnering much excitement recently. For
instance, in the largest North American randomized
control study of XR-NTX effectiveness, XR-NTX
was shown to be more effective than SUD treatment
without MAT in reducing opioid relapse, across a
wide array of social and health-related demographics
(Friedmann et al.,, 2018). This mirrors findings
from international, randomized control trials that
found XR-NTX to be significantly more effective
in reducing opioid relapse when compared to a
placebo medication (Nunes et al., 2015).

More specifically, there is evidence supporting the

use of MAT in individuals involved in the criminal
justice system as well. In a recent meta-analysis of
the use of MAT in prisons and jails (Moore et al.,
2019), evidence shows that methadone provided
during incarceration increased = community
treatment engagement, reduced illicit opioid use,
and reduced injection drug use. However, the
evidence did not necessarily support a reduction
in recidivism. There was an insufficient number of
studies to properly meta-analyze buprenorphine (n
= 3) and naltrexone (n = 3). Information from the
available studies indicates that both buprenorphine
and naltrexone were as effective as (and in some
cases superior to) methadone in reducing opioid
use postrelease (Moore et al., 2019). Recently, the
case has been made that the drug court model may
be particularly well suited for MAT, specifically
XR-NTX: “The drug court setting includes a
criminal justice-treatment infrastructure that could
support active implementation of XR-NTX given
its well-defined collaboration with the treatment
system and that it is connecting many clients to
treatment for the first time” (Robertson & Swartz,
2017, p. 3). The National Association of Drug
Court Professionals (NADCP) and the Substance
Abuse and Mental Health Services Administration
(SAMHSA) have made clear their opinions on the
use of MAT in drug courts. The NADCP Adult Drug
Court Best Practice Standards emphatically state that
even though MAT may be resisted by some criminal
justice professionals, it is imperative for drug courts
to learn about offering MAT to their participants in
conjunction with expert consultation from trained
addiction psychiatrists or addiction physicians
(NADCP, 2013, p. 44). Furthermore, SAMHSA will
not award grant monies to drug court programs
hoping to start or expand their services if these
courts have policies that prohibit individuals from
using MAT while in the program.

The Barriers to Implementing MAT

Despite the promising and overwhelming evidence for
MAT, there can be significant barriers to implementing
MAT (Hutchinson et al., 2014; Knudsen, Abraham, &
Oser, 2011; Olsen & Sharfstein, 2014; Robertson &
Swartz, 2018; Sperber & Manzo, 2016). In a survey
of 250 publicly funded SUD treatment programs,
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Knudsen, Abraham, & Oser (2011) found that 63%
of programs did not offer MAT. These providers
were then asked to rank their top barriers to being
able to do so. The most salient barriers included lack
of access to medically trained staff (physicians and
nurses), funding constraints, and patients’ inability
to pay for the medications. Conversely, the authors
concluded that MAT barriers related to organization
culture and staff opinions were the least important
factors in preventing agencies from adopting MAT.
This nascent research is one of the first of its kind to
explore negative opinions within treatment facilities
as a barrier to MAT implementation. However, the
study’ focus on all barriers to MAT from the opinion
of program administrators potentially misses the
harm that negative MAT opinions can still cause
within an organization. For instance, if a program
administrator is unable to find funding for or qualified
medical staff to prescribe MAT, it makes sense that
concerns about organizational cultural barriers would
be deprioritized. So while perhaps not as salient a
potential barrier as funding and adequate staffing,
it is still necessary to explore opinions about MAT
held by treatment and criminal justice professionals,
especially considering the harmful role that stigma
can play in an individual’ recovery.

The stigma that individuals in recovery may face
is well documented. A recent national survey of
Americans found that nearly 60% of respondents
were likely to view treatment options for SUD as
ineffective, and 28% felt that individuals with an
SUD could never get well and return to productive
lives with treatment (Barry, McGinty, Perscolido,
& Goldman, 2014). Indeed, this stigma can have
detrimental impacts on individuals in need of
treatment; according to the most recent National
Survey on Drug Use and Health (SAMHSA,
2017), 17.2% of respondents who needed but
did not receive SUD treatment did not seek
treatment because it might cause neighbors or
community members to have negative opinions
of them. Similarly, there is evidence to indicate
that individuals who experienced more potential
stigma (SUD, mental illness, poverty, etc.), were
more likely to report stigma as a barrier to seeking
SUD treatment (Conner & Rosen, 2008). At the
root of this stigma is the perpetual misconception
that SUD/OUD is not a chronic illness, but a moral
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failing and ultimately a choice; therefore, the

use of MAT indicates a lack of willpower to stop

using opioids (Olsen & Sharfstein, 2014). This
misconception permeates opinions of MAT for

OUD, and stigmatizes individuals seeking help and

in recovery (Conner & Rosen, 2008; Earnshaw,

Smith, & Copenhaver, 2013; Olsen & Sharfstein,

2014; White, 2009). Aside from being less likely to

seek treatment, the stigma surrounding MAT can

have very tangible detrimental effects on the lives
of the people it was designed to help. As several

authors have found (Olsen & Sharfstein, 2017;

Robertson & Swartz, 2018; White, 2011; Woods

& Joseph, 2015) there have been cases of:

e Judges forbidding the use of MAT for
individuals on probation or in problem-
solving courts

*  Child welfare agencies removing children
from the homes of individuals on MAT

*  Housing and employment practices
discriminating against individuals on MAT

*  Nursing homes refusing to accept elderly
individuals using MAT because they are
unable or unwilling to comply with Drug
Enforcement Administration storage
requirements for MAT

*  Alcoholics Anonymous and Narcotics
Anonymous groups treating individuals
on MAT as not in recovery and therefore
discouraging participation

«  Communities opposing MAT services being
offered in their neighborhoods

Much of the published literature exploring stigma
related to MAT is specific to medications that operate
as an opioid agonist (methadone, buprenorphine).
An opioid agonist may be more easily misperceived
as a “substitute” for illicit opioids, and therefore it
may be difficult to know if the same level of stigma
is attached to antagonist MATs (naltrexone). It is
also difficult when reviewing topics like cultural
opinions about MAT, how quickly opinions may
change as the United States continues to struggle
through the opioid epidemic. Regardless, with
an understanding of the negative impact stigma
can play on individuals in recovery from SUD/
OUD, exploring opinions about MAT from the
perspective of treatment and criminal justice
professionals remains important for another reason.
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The relationship these professionals maintain with
the individuals in recovery can have a direct effect
on outcomes. A meta-analysis exploring client-
provider relationships for SUD treatment (n = 25
studies) found that the quality of the client-provider
relationship was associated with better treatment
retention, engagement, and  posttreatment
substance use (Marsh, Angell, Andrews, & Curry,
2012). It is worth noting that this meta-analysis
found client-provider relationships to have a
weaker association with treatment outcomes for
MAT programs when compared to non-MAT SUD
treatment programs; however, the association was
still present. Similarly, there is evidence to suggest
that the relationship with individuals from the
criminal justice system can have a strong effect on
criminal justice outcomes; from the judge in a drug
court (see NADCP 2013, p. 21, subsection G), to
an individual’s parole/probation officer (Manchak,
Kennealy, & Skeem, 2014; Skeem, Eno Louden,
Polaschek, & Camp, 2007; Walters, 2016). In a
recently published article, leading criminologists
have pushed to redefine the role and professional
identity of the probation officer as a “coach”—one
who is an authority figure, but uses tough love and
a healthy combination of restriction and support to
help their teams succeed (Lovins, Cullen, Latessa, &
Jonson, 2018). Any feelings of stigmatization from
either treatment or criminal justice professionals
would damage the relationship between the
provider and the client and, according to previous
research, hinder program outcomes.

The current paper seeks to add to the literature on
both treatment and criminal justice professionals’
opinions of MAT, and the implications of those
opinions for implementing MAT. To the authors’
knowledge, this is the first study to explore MAT
opinions among professionals with different roles
within a large community corrections nonprofit
organization. The culture of large organizations can
be complex and difficult to define; therefore, it is
important when assessing something like opinions
of MAT to collect data from various positions within
the organization. This study surveyed five different
categories of job position within the community
corrections nonprofit, representing professionals
with a treatment background, a corrections
background, and a management background.

METHODS

Sample

The participants in this study were drawn from a
sample of employees at a large community corrections
nonprofit that specializes in treating SUD. The
nonprofit is located in the Midwest, serving primarily
two large urban centers, as well as surrounding rural
communities. In 2017, the organization served close
to 13,000 individuals in its community corrections
programs, and provided SUD treatment to over 15,500
individuals. These individuals (internally referred to as
“clients”) would have received treatment in one of the
many agency-operated community-based corrections
facilities, halfway houses, day reporting programs,
problem-solving courts, and/or driver intervention
programs. A clients American Society of Addiction
Medicine (ASAM) level of care determines that client’s
SUD treatment needs, and an Ohio Risk Assessment
System score identifies a client’s criminogenic risk and
needs, which determines additional programming
needs. The agency offers comprehensive services
including intensive outpatient programming, case
management, crisis counseling (such as Seeking Safety
or prolonged exposure therapy), MAT, cognitive skills
classes, education and employment classes/services,
and parenting classes.

In addition to the diversity of clientele at the study site,
the types of employees also vary greatly. The current
sample consisted of 234 employee participants. The
participants were primarily female (67.5%), under
the age of 35 (51.7%), and had been working for the
agency for five or more years (39.7%). The participants
were categorized by job position as follows: resident
supervisor (n = 53, 22.6%); caseworker (n = 54,
23.1%); SUD treatment staff (n =37, 15.8%); ancillary
staff including cognitive skills specialists, employment
specialists, education specialists, intake specialists,
continuous quality improvement specialists, support
staff, and nurses (n = 47, 20.1%); and management
staff, including program coordinators, administrators,
and managers (n = 43, 18.1%). Resident
supervisors are frontline staff who work primarily
in the residential facilities, working with clients
and implementing the day-to-day operations of the
facilities. Caseworkers are responsible for monitoring
clients’ progression through their treatment and
programming needs. Treatment staff conduct all
screening and assessments and deliver evidence-
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based treatment curricula in accordance with a client’s
individualized treatment plan. Management staff are
responsible for operating programs and facilities,
as well as providing supervision and direction for
the staff in those programs and facilities. Ancillary
staff have multiple roles within the organization.
All positions, with the exception of the resident
supervisor position, require a bachelors degree in
social work, counseling, corrections, or a related
field; for treatment staff, a minimum of a chemical
dependency counselor certification is required.
Management staff are preferred to have graduate-level
degrees in relevant fields. It is reasonable to assume
any community corrections agency will have similar
position equivalents. All staff are required to complete
at least 40 hours of training per fiscal year with a
minimum of 24 of those hours specific to changing
criminogenic behavior. Therefore, staff members
continuously attend a variety of courses offered by
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the agency, as well as through additional outside
training opportunities. See Table 1 for a breakdown
of participant information.

Measures, Procedures, and Analysis

Datawere collected through SurveyMonkeyand sent
to all staff members via internal email. Employees
were informed that participation was voluntary
and anonymous. If individuals were accidentally
identified, there would be no impact whatsoever
on their employment at the agency. The survey
was sent on July 7, 2016, and closed on August
25, 2016. The survey questions were developed
in part by the internal research department at the
nonprofit where the data were collected. A similar
recent research project from the Center for Health
and Human Services Research (CHHSR) at Talbert
House in Cincinnati also proved to be instructive
in the current project. The CHHSR study, initiated

Table 1. Participant Sample Demographics

n %
Gender
Male 76 32.5
Female 158 67.5
Total 234 100
Age
18-25 31 13.2
26-35 90 38.5
36-45 45 19.2
46-55 40 17.1
Over 55 28 12.0
Total 234 100
Time at the Agency
0-6 months 35 16.0
7-12 months 20 8.5
1-2 years 53 22.6
3-4 years 33 14.1
b+ years 93 39.7
Total 234 100
Position in the Agency
Resident Supervisors 53 226
Caseworkers 54 23.1
Treatment Staff 37 15.8
Ancillary Staff 47 20.1
Management Staff 43 18.1
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by Sperber and Manzo (2016), explored the
factors influencing MAT in Ohio halfway houses
and community-based corrections facilities by
interviewing representatives from each facility. The
current study intends to build on the CHHSR study
by conducting a deeper analysis of MAT opinions
within one agency, across all types of staff that have
direct contact with clients.

Questions were split into three categories: sources
participants used to learn about MAT; knowledge
about MAT; and opinions about MAT. In the first
section, participants were free to endorse as many
sources of information as they used. The latter two
sections were scored on a 4-point Likert scale of
“Agree,” “Somewhat Agree,” “Somewhat Disagree,”
and “Disagree,” and collapsed to binary measures
of “Agree” and “Disagree” for analysis. Measures of
frequency were initially used to show the general
distribution of responses to the statements, and using
logistic regression analysis, the response of “agree”
for each individual statement was modeled with
the participants position of employment within the
agency. Participants were also asked to report the
duration of time spent working at the agency, coded
as 0-6 months, 7-12 months, 1-2 years, 3—4 years,
and 5+ years. To rule out any confounding effect of the
time spent working at the agency on the association
between the participants position and their
perceptions toward MAT, adjusted logistic regression
analysis was performed, adjusting for the duration of
time spent working at the agency. The adjusted odds
ratios with 95% confidence intervals were predicted
from this analysis. All tests used a p value of .05 or less
to determine significance. All analysis was completed

in Statistical Analysis Software (SAS 9.4).

Appendices for this article include odds ratios
adjusting the responses based on participants’
time served in their current position. Appendices
are available online at https://www.nadcp.org/
advancingjustice/journal-for-advancing-justice/
volume-ii/.

RESULTS

Sources of Information About MAT
Participants were asked to endorse all the sources
of information they used to form their opinions of
MAT. The results indicated that in-service trainings
are the primary source of information about MAT
for the majority of staff positions, including resident
supervisors, ancillary staff, and management staff.
Caseworkers indicated that they primarily base
their opinions about MAT on conversations with
coworkers, and treatment staff indicated that
personal experience (working with clients, client
testimonies, and the recovery community) was the
primary basis for their MAT opinions. Of note, a
greater variety of information sources about MAT
were endorsed by treatment and management staff,
whereas the majority of resident supervisor staff
based what they know about MAT primarily on in-
service training. See Table 2 for full results.

Table 2. Sources of Information Used to Form Opinions of MAT; Percentage in

Agreement
Position of the Staff, n (%)
Resident Supervisors Casewaorkers Treatment Staff Ancillary Staff Management Staff
53(22.6) 54 (23.1) 37(15.8) 47(20.1) 43(18.4)
Personal experience 13 (24.5) 36 (66.7) 22 (59.5) 21 (44.7) 20 (46.5)
Professional articles 9(17.0) 17 (31.5) 21 (56.8) 15(31.9) 20 (46.5)
Outside training 6(11.3) 8(14.8) 17 (45.9) 7(14.9) 23 (63.5)
In-service training 31(58.5) 28(51.9) 21 (56.8) 30 (63.8) 25 (58.1)
Conversations with coworkers 12 (22.6) 37168.5) 21 (56.8) 21 (44.7) 24 (55.8)
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Participants were questioned about their knowledge regarding MAT. See Table 3 for the full results of the

participants’ knowledge of MAT.

Table 3. Knowledge About MAT, N = 234; Percentage in Agreement

Position of the Staff, n (%)

Questions Total Resident Caseworkers Treatment Ancillary Staff | Management
Supervisor 54(23.1) Staff 47 120.1) Staff
53122.6) 37(15.8) 43(18.4)

Q1. MAT helps people who are diagnosed with substance use disorder control their drinking.

Agree, n (%) 142 (61.1) 36 (73.5) 29 (59.2) 23(65.7) 27(64.3) 27 (67.5)

Missing, n 17

Q2. MAT helps people who are diagnosed with substance use disorder control their drug use.

Agree, n (%) 200 (92.6) 44 (89.8) 48 (98) 32(88.9) 37(88.1) 39(97.5)

Missing, n 18

Q3. If a client is on MAT, they still need to do counseling and/or group therapy.

Agree, n (%) 214.199) 48 (98) 49 (100) 36 (100) 41197.6) 40 (100)

Missing, n 18

Q4. | know what buprenorphine (Suboxone) is and how it is used in MAT.

Agree, n (%) 175(81) 26 (54.2) 411(83.7) 35(97.2) 36(83.7) 37(92.5)

Missing, n 18

Q5. | know the difference between oral naltrexone and injectable naltrexone and how it is used in MAT.

Agree, n (%) 159 (73.6) 32(65.3) 33 (68.7) 28(77.8) 29(67.4) 37(92.5)

Missing, n 18

Q6. | know what methadone is and how it is used in MIAT.

Agree, n (%) 169(73.3) 29(59.2) 35(71.4) 32(88.9) 30(69.8) 33(82.5)

Missing, n 17

Q7. MAT reduces relapse.

Agree, n (%) 175 (84.1) 32(68.1) 43 (89.6) 32(91.4) 30(78.9) 38 (95)

Missing, n 26

Q8. MAT reduces crime.

Agree, n (%) 164 (74.4) 22(46.8) 34(70.8) 31191.2) 29(76.3) 38 (95)

Missing, n 21

Q9. MAT increases employment.

Agree, n (%) 158 (76) 28 (59.6) 38(79.2) 33(94.3) 23 (60.5) 36 (90)

Missing, n 26

Q10. MAT reduces or blocks the effects of heroin and other opioids.

Agree, n (%) 185 (89.4) 34(72.3) 471(97.9) 341(97.1) 31(83.8) 39(97.5)

Missing, n 27

Q11. MAT reduces sexually transmitted infections and HIV.

Agree, n (%) 68 (33) 12126.1) 19 (39.6) 20 (57.1) 6(16.2) 11127.5)

Missing, n 28

Q12. MAT lowers death rates.

Agree, n (%) 172 (83.5) 35(74.5) 371(78.7) 33(94.3) 29(78.4) 38 (95)

Missing, n 28
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Position of the Staff, n (%)

Questions Total Resident Caseworkers Treatment Ancillary Staff | Management

Supervisor 54 (23.1) Staff 47(20.1) Staff

53 (22.6) 37(15.8) 43(18.4)
Q13. MAT increases program retention.
Agree, n (%) 156(75.2) 32 (69.6 33168.7) 31188.6) 21(73) 32(80)
Missing, n 28
Q14. MAT improves birth outcomes for children born to addicted mothers
Agree, n (%) 149 (73.4) 28(60.9) 35 (74.5) 31188.6) 231(63.9) 32(82)
Missing, n 31

Using logistic regression analysis, the response of
“agree” for each individual statement was modeled
with the employee position, adjusting for the
duration of time spent working at the agency.
The adjusted odds ratios with 95% confidence
intervals were predicted from this analysis. Based
on the model, the odds of staff agreeing with
factual statements about MAT were significantly
different for some questions by position (p <
.05). The significant odds ratio estimates from the
adjusted logistic regression analysis are reported in
Appendix A, which is available online at https://
www.nadcp.org/advancingjustice/journal-for-
advancing-justice/volume-ii/. ~ The  significant
differences have been organized by comparisons
between each position.

Resident Supervisors and Caseworkers

In comparing resident supervisors’ responses to
those of caseworkers, the odds of agreeing with
factual statements about MAT were significantly
lower. The odds of resident supervisors agreeing
with the statements “MAT reduces relapse” and
“MAT reduces or blocks the effects of heroin and
other opioids” were 0.1 times that of caseworkers;
with the statements “MAT increases employment,”
and “MAT reduces crime,” the odds were 0.2 times
that of caseworkers.

Resident Supervisors and Ancillary Staff
There was little difference between the odds of
resident supervisors and ancillary staff agreeing with
factual statements regarding MAT. The only difference
pertained to agreeing with the statement “MAT
reduces crime,” in which the odds among the resident
supervisors were 0.1 times that of ancillary staff.

Resident Supervisors and Treatment Staff
In comparing resident supervisors’ responses to
treatment staff responses, the odds of agreeing with
factual statements about MAT were significantly
lower compared to treatment staff. The odds of
resident supervisors agreeing with the statements “I
know what buprenorphine is and how it is used in
MAT,” “MAT increases employment,” “MAT reduces
crime,” and “MAT reduces or blocks the effects of
heroin and other opioids” were 0.1 times that of
treatment staff. The odds of resident supervisors
agreeing with the statements “MAT reduces
relapse,” “MAT reduces sexually transmitted
infections and HIV” and “MAT improves birth
outcomes for children born to addicted mothers”
were 0.2 times that of treatment staff.

Resident Supervisors and Management Staff
Similar to the comparison between resident
supervisors and management staff, the odds
of resident supervisors agreeing with factual
statements about MAT were significantly lower
compared to management staff. The odds of
resident supervisors agreeing with the statement “I
know the difference between oral naltrexone and
injectable naltrexone and how it is used in MAT”
were 0.2 times that of management staff. The odds
of agreeing with the statements “MAT increases
employment” and “MAT reduces crime” were <
0.1 times that of management staff. The odds of
agreeing with the statements “MAT reduces or
blocks the effects of heroin and other opioids” and
“MAT lowers death rates” were 0.1 times that of
management staff.
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Caseworkers and Ancillary Staff

There was little difference between the odds of
caseworkers and ancillary staff agreeing with factual
statements regarding MAT, with the exception of
“MAT reduces sexually transmitted infections and
HIV,” where the odds were 3.2 times higher among
caseworkers than ancillary staff.

Caseworkers and Management Staff

There was little difference between the odds
of caseworkers and management staff agreeing
with factual statements regarding MAT, with the
exception of the statement “MAT reduces crime,”
with the odds among caseworkers 0.1 times that of
management staff.
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Ancillary Staff and Treatment Staff

There was some difference in the odds of ancillary
staff and treatment staff agreeing with factual
statements regarding MAT. The odds of treatment
staff agreeing with the statement “MAT increases
employment” were 6.9 times that of ancillary
staff, with the statement “MAT reduces sexually
transmitted infections and HIV,” 5.8 times that
of the ancillary staff; with the statement “MAT
improves birth outcomes for children born to
addicted mothers,” 4.8 times that of ancillary staff.

Ancillary Staff and Management Staff

There was little difference between the odds of
ancillary staff and management staff agreeing with
factual statements regarding MAT. The odds of
ancillary staff agreeing with the statement “MAT
increases employment” were 0.2 times that of
management staff.

Table 4. Opinions About MAT, N = 234; Percentage in Agreement

Resident Supervisors

Questions Total Resident Casewaorkers Treatment Ancillary Staff | Management
Supervisor 54(23.1) Staff 47(20.1) Staff
53(22.8) 37(15.8) 43(18.4)

Q15. MAT is just substituting a prescription drug for an illegal drug.

Agree, n (%) 56 (26.2) 18 (38.3) 13126.5) 81(22.2) 12 (28.6) 5(12.5)

Missing, n 20

Q16. There is not enough evidence that shows that MAT actually works.

Agree, n (%) 53(24.9) 22(45.8) 9(18.4) 41111 10(24.4) 81(20.5)

Missing, n 21

Q17. | am able to answer most questions that my clients have about the MAT programs available in my region.

Agree, n (%) 132(61.4) 19 (39.6) 28 (58.3) 30(83.3) 23(63.5) 32(80.0)

Missing, n 19

Q18. When | have questions about medications used in MAT, | know who to ask.

Agree, n (%) 171(78.8) 29 (69.2) 39 (79.6) 32 (88.9) 32 (74.4) 39(97.5)

Missing, n 17

Q19. MAT rewards criminals for being drug users.

Agree, n (%) 1316.3) 5(10.6) 3(6.3) 2(6.7) 3(7.9) 01(0.0)

Missing, n 26

Q20. MAT prolongs addiction.

Agree, n (%) 41120.0) 17 (36.2) 8(17.0) 8(23.5) 6(16.2) 2(5)

Missing, n 17

Q21. When | have questions about the MAT referral process, | know who to ask.

Agree, n (%) 162 (76.0) 28(62.2) 36 (76.6) 29(85.3) 24.(64.9) 35(94.6)

Missing, n 34
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Resident Supervisors

Questions Total Resident Caseworkers Treatment Ancillary Staff | Management

Supervisor 54 (23.1) Staff 47(20.1) Staff

53 (22.6) 37(15.8) 43(18.4)
Q22. The clients are not interested in using medications as a part of their treatment plan.
Agree, n (%) 38 (19.0) 71(15.6) 11(22.9) 7(20.6) 9(25.0) 33(89.2)
Missing, n 34
Q23. Clients cannot afford MAT.
Agree, n (%) 63 (31.7) 12(27.3) 15(31.2) 11(32.3) 16 (44.4) 28(75.7)
Missing, n 35

Treatment Staff and Management Staff
There was little difference between the odds of
treatment staff and management staff agreeing with
factual statements regarding MAT. The odds of
treatment staff agreeing with the statement “MAT
reduces sexually transmitted infections and HIV”
were 5.6 times that of management staff.

Opinions About MIAT
Participants were also questioned about their opinions
regarding MAT. See Table 4 for the full results.

Using logistic regression analysis, the response of
“Agree” for each individual statement was modeled
with the employee position, again adjusting for
the duration of time spent working at the agency.
The adjusted odds ratios with 95% confidence
intervals were predicted from this analysis. Based
on the model, the odds of staff agreeing with
factual statements about MAT were significantly
different for some questions by position (p < .05).
For complete odds ratios adjusted for time spent
working at the agency, see Appendix B, which
is available online at https://www.nadcp.org/
advancingjustice/journal-for-advancing-justice/
volume-ii/. The significant differences have been
organized by comparison between each position.

Resident Supervisors and Caseworkers

The odds of agreeing with stigmatizing opinions
about MAT were greater for resident supervisors
than caseworkers. The odds of resident supervisors
agreeing with the statement “MAT 1is just
substituting a prescription drug for an illegal drug”
were 3.1 times that of caseworkers; for “There is
not enough evidence that shows that MAT actually
works,” 8.7 times that of caseworkers; for “When

I have questions about medications used in MAT, 1
know who to ask,” 0.3 times that of caseworkers;
and for the statement “MAT prolongs addiction,”
the odds were 3.6 times that of caseworkers.

Resident Supervisors and Ancillary Staff
The odds of agreeing with stigmatizing opinions
about MAT were greater for resident supervisors
than ancillary staff. The odds of resident supervisors
agreeing to the statement “There is not enough
evidence that shows MAT actually works” were
3.5 times that of ancillary staff; for “MAT prolongs
addiction,” 3.8 times that of ancillary staff; and
for the statement “Clients cannot afford MAT,” 0.3
times that of ancillary staff.

Resident Supervisors and Treatment Staff
The odds of agreeing with stigmatizing opinions
about MAT were greater for resident supervisors
than treatment staff. Conversely, the odds of
agreeing with statements regarding knowing
whom to ask when clients have questions about
MAT were greater in treatment staff. The odds of
resident supervisors agreeing with the statement
“MAT is just substituting a prescription drug for an
illegal drug” were 3.5 times that of treatment staff;
for “There is not enough evidence that shows that
MAT actually works,” 12.3 times that of treatment
staff; and for the statements “I am able to answer
most questions that my clients have about the MAT
programs available in my region,” “When I have
questions about medications used in MAT, I know
who to ask” and “When I have questions about
the MAT referral process, I know who to ask,” 0.2
times that of treatment staff.
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Resident Supervisors and Management Staff
Similar to the comparison between resident
supervisors and treatment staff, the odds of
resident supervisors agreeing with stigmatizing
opinions about MAT were significantly higher
than management staff, and the odds of agreeing
with statements regarding knowing whom to ask
when clients have questions about MAT were
greater in management staff. The odds of resident
supervisors agreeing with the statement “MAT is
just substituting a prescription drug for an illegal
drug” were 4.6 times that of management staff; for
“There is not enough evidence that shows that MAT
actually works,” 7.6 times that of management
staff; for the statements “I am able to answer most
questions that my clients have about the MAT
programs available in my region” and “When I have
questions about the MAT referral process, I know
who to ask,” 0.1 times that of management staff;
for “When 1 have questions about medications
used in MAT, I know who to ask,” < 0.1 times that
of the management staff; and for the statement
“MAT prolongs addiction,” 7.7 times that of the
management staff.

Caseworkers and Treatment Staff

There was little difference between the odds of
caseworkers and treatment staff agreeing with
stigmatizing opinions about MAT—the exception
being that the odds of caseworkers agreeing with
the statement “T am able to answer most questions
that my clients have about the MAT programs
available in my region” were 0.3 times that of
treatment staff.

Caseworkers and Management Staff

There was little difference between the odds of
caseworkers and management staff agreeing with
stigmatizing opinions about MAT. The odds of
caseworkers agreeing with the statements “I am
able to answer most questions that my clients have
about the MAT programs available in my region”
and “When I have questions about the MAT referral
process, I know who to ask” were 0.2 times that of
management staff.
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DISCUSSION

The results of this research provide evidence for
three important findings. First, there are small but
concerning portions of both criminal justice and
treatment professionals who are unaware of the
different types of MAT, as well as some of the benefits
of this style of treatment. Second, knowledge and
opinions regarding MAT significantly differed
depending on the participants role: resident
supervisor, caseworker, treatment staff, ancillary
staff, or management staff. Third, there are some
professionals who continue to hold beliefs that
stigmatize the use of MAT.

Unaware of the Benefits of MAT

While the majority of participants (89.4%) were
familiar with MAT as a tool to reduce or block the
effects of heroin and other opioids, far fewer (66.1%)
were aware of how MAT can assist individuals with
controlling their alcohol use. While the majority
of participants (92.6%) knew that MAT can help
people diagnosed with an SUD, knowledge about the
specific types of MAT—buprenorphine, methadone,
and oral/injectable naltrexone—were less endorsed
(81.0%, 73.3%, and 73.6%, respectively). In
general, understanding of the benefits of MAT
was encouraging in this sample of criminal justice
and treatment professionals. Perhaps one of the
most encouraging findings was that management
staff indicated that they were well educated in the
benefits of MAT. This is important because members
of management staff occupy positions of power
within the agency and are tasked with developing
policies and managing programs and facilities. This
is also encouraging because some criminal justice
professionals have historically shown resistance to
MAT. As expected, treatment professionals were also
highly knowledgeable about the benefits of MAT,
as well as the different types of MAT. Encouraging
results aside, ideally, knowledge about MAT within
an organization that serves a population that would
benefit immensely from MAT should be closer to
100%. However, for the majority of the questions
there was still a consistent quarter of the participants
who were either unaware of the different types of
MAT or their benefits. This lack of awareness about
MAT was not equally distributed among the different
job positions.
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Difference in Opinions/Knowledge by
Job Position

One of the features of this study that makes this
article a unique contribution to the literature is
the exploration of different perceptions of MAT
by job function within the same agency. Indeed,
this was an important exercise because how a
participant responded to the survey questions was
at least in part significantly influenced by their
job. This difference was most pronounced when
comparing the opinions and knowledge of the
resident supervisors with other positions. Resident
supervisors were consistently less informed about
MAT than those in other positions, and in some
cases significantly more likely to hold stigmatizing
beliefs about MAT. As previously mentioned,
management and treatment staff tended to be the
most informed of the cohort, and the majority of
significant differences in knowledge and opinions
were typically found in comparing resident
supervisors to these two position groups.

Stigmatizing Beliefs

The damage that stigma can do when it comes to
individuals with an SUD remains an important
issue. Previous research indicates that stigma can
keep people from seeking SUD treatment and
can damage the relationship between the client
and the provider. This damaged relationship can
have negative implications for both treatment
and criminal justice professionals. Therefore, the
results of this exploration into the stigmatizing
beliefs about MAT within a large agency are
important to assess and acknowledge. This
research found that roughly a quarter of the
participant sample agreed with the statement that
MAT is just substituting a prescription drug for
an illegal drug, and the statement that there is not
enough evidence to show that MAT actually works.
One-fifth of participants agreed that MAT prolongs
addiction, and a particularly concerning 6.3% of
the participants felt that MAT rewards criminals
for being drug users. As previously mentioned,
opinions about MAT were not distributed equally
across job positions. The notion that MAT prolongs
addiction was significantly more likely to be
endorsed by resident supervisors than almost all
the other positions; resident supervisors were

more likely to believe that MAT is just substituting
a prescription drug for an illegal drug; nearly half
of the resident supervisor participants agreed that
there isn't enough evidence for MAT; and over a
third felt that MAT prolonged addiction.

Implications

This research provides evidence for the notion that
there are still stigmatizing opinions about MAT held
among professionals who are in a position to best
provide MAT or refer individuals to MAT programs
who could benefit immensely from MAT. Similarly,
many of these professionals are simply unaware
of the full benefits of MAT for individuals with
an SUD involved in the criminal justice system.
The rate at which these stigmatizing opinions and
lack of knowledge about MAT were held differed,
sometimes significantly, between various positions,
and this differing of opinions and knowledge was
not a function of how long a professional had been
working at the agency. This variability could have
implications for how an organization may train
staff members on MAT and its benefits by their
position within the organization. Another finding
from this research was that the resident supervisors
seemed to be the least educated about MAT, as well
as holding the majority of the stigmatizing beliefs.
These frontline staff provide a crucial function
within the organization, and generally have the
most one-on-one contact with the clients. Resident
supervisors are often entry-level positions, filled by
people with a strong desire to help. It is not critical
to understand all the benefits of various SUD
treatments to be an effective resident supervisor.
However, given the proximity these frontline
staff hold to the individuals the organization
serves, these staff members have the potential to
greatly influence these individuals in need. For
any organization with frontline staff with regular
access to the people they are trying to help, this
could represent a particularly salient population
to educate about MAT. The results also indicated
that resident supervisors based their knowledge
and opinions surrounding MAT primarily from
in-house trainings, whereas other positions
endorsed multiple sources of information at much
higher rates. This seems to indicate that what an
agency offers by way of in-house trainings to its
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frontline staff could go a long way in shaping their
opinions, especially if they are new to the field
of treatment and/or criminal justice. The results
of this paper indicate a need to make such in-
house training about MAT a requirement. Since
reviewing these findings, the agency at which this
study was conducted began consistently offering
comprehensive trainings on MAT to all staff, and
incorporated aspects of these trainings into its
standardized onboarding training.

Future Research/Limitations

The primary limitation to this research is that
the survey was conducted in 2016. It is difficult
to know how opinions and knowledge may
have changed within the organization in the last
three years. Given the proliferation of the opioid
epidemic in the United States, it is reasonable to
believe that knowledge and opinions about MAT as
a treatment tool for OUD have improved, especially
in the Midwest, where the opioid epidemic has
been particularly devastating. Another limitation
is in the survey design, which did not distinguish
between the different types of MAT in the majority
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of the questions. As previously mentioned, the roles
that the different types of MAT play as an agonist
or an antagonist may be linked to different kinds
of stigma. For example, the statement “MAT is just
substituting a prescription drug for an illegal drug,”
may make more sense as a misguided opinion when
in reference to an agonist such as methadone, but
not an antagonist such as XR-NTX. Future research
would want to distinguish the different types of
MAT to explore differences in stigma. In addition to
addressing the aforementioned limitations, future
research should explore opinions of MAT among
other criminal justice and treatment professionals.
This kind of research would be especially prudent
among criminal justice professionals specifically
poised to help individuals with SUD, such as drug
courts (Robertson & Swartz, 2018), and probation/
parole officers, to whom 68.6% of individuals
under correctional supervision report (Kaeble &
Cowhig, 2018). Similarly, future research should
probe the opinions of individuals using MAT, and
their experiences with treatment and criminal
justice professionals.
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Abstract

Opioid misuse over the past two decades has evolved into an epidemic, with thousands
of communities adversely affected by deaths and injuries, lost productivity, and strains on
social welfare programs. Numerous studies confirm the benefits of properly administered
medication-assisted treatment (MAT) for justice-involved populations in sustained recovery,
fewer overdose events, and improved justice system outcomes. The criminal justice system
has been substantially impacted by the opioid epidemic; however, despite the positive
effects of MAT, it is underutilized among criminal justice programs in jails, courts, and
community corrections. This article describes barriers and perceptions related to MAT in
the criminal justice setting across six areas of focus: The extent of the opioid problem;
workforce issues; cost and healthcare reimbursement; community and systems partners;
education and technical assistance; and data and evaluation. Implications for expanding the
use of MAT across criminal justice settings are discussed.
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INTRODUCTION

pioid misuse over the past two decades has
O evolved into an epidemic with thousands of

communities adversely affected by deaths
and injuries (Centers for Disease Control and
Prevention, 2018), lost productivity (Birnbaum et
al., 2011; Hasselt, Keyes, Bray, & Miller, 2015), and
strains on social welfare programs (Florence, Luo,
Xu, & Zhou, 2016). Health and economic costs
associated with the opioid epidemic are estimated
to range between $80 billion to $500 billion per
year, with a substantial proportion of these costs
shouldered by the criminal justice system (Giftos &
Tesema, 2018). The crisis prompted a declaration
of a national public health emergency in response
to the opioid crisis on October 26, 2017. By 2018,
eight states (Dedon, 2018) and several American
Indian tribes issued their own opioid-related
emergency declarations, some as early as 2011
(Hodge, Wetter, & Noe, 2017).

Arguments for a public health versus criminal
justice approach to substance use disorders are not
new (Lancet, 2001); however, a renewed focus on
public health strategies has emerged in response
to the opioid epidemic (Saloner, McGinty, &
Beletsky, 2018; Volkow et al., 2017). Despite this,
the criminal justice system has been substantially
impacted by the opioid epidemic. In the early
2000s, 22% of jails reported that 10% or more of
their population is affected by opioid use disorders
(OUDs) (Fiscella, Moore, Engerman, & Meldrum,
2004). An average of 18% of individuals sentenced
to jail and state prisons self-report “regular use” of
opioids prior to incarceration (Bronson, Stroop,
Zimmer, & Berzofsky, 2017). Nearly half of drug
courts serve a population where 20% or more
of their participants have an OUD (Nordstrom
& Marlowe, 2016). People transitioning to
the community from the justice system are at
heightened risk of being unable to access routine
care, and thus are more likely to experience adverse
health outcomes, including substance use relapse
and overdose (Krinsky, Lathrop, Brown, & Nolte,
2009; Nurco, Hanlon, & Kinlock, 1991). Opioid
overdose is a leading cause of death for formerly
incarcerated people (Binswanger, Blatchford,
Mueller, & Stern, 2013). In Rhode Island, 21% of

people who died from overdose in 2014 and 2015
had been incarcerated in the two years before their
death (National Sheriffs’ Association & National
Commission on Correctional Healthcare, 2018),
and a recent report shows that recently released
prisoners are 12 times more likely to die from drug
overdose than would be expected in the general
population (Groot et al., 2016).

Numerous studies confirm the benefits of
properly  administered medication-assisted
treatment (MAT) for justice-involved populations
in sustained recovery and fewer overdose events
(Lee et al., 2015); fewer probation revocations and
reincarcerations (Cornish et al., 1997); fewer arrests
(Schwartz, Jaffe, O’'Grady, Kinlock, et al., 2009);
and reduced criminal activity (Ball & Ross, 1991;
Joseph, Stancliff, & Langrod, 2000; Schwartz, Jaffe,
O’Grady, Kinlock, et al., 2009). Despite the positive
effects of MAT, it is underutilized among criminal
justice programs in jails, courts, and community
corrections (Chandler, Fletcher, & Volkow, 2009;
Friedmann et al., 2012; Matusow et al., 2013;
Miller, Griffin, & Gardner, 2015).

Barriers to MAT in Criminal Justice
Settings

Perceptions

Widespread acceptance and support for MAT requires
that the public, providers, and justice professionals
address the underlying mnegative—and often
incorrect—information about substance use disorders
and treatment. At the heart of the misinformation is
the pervasive belief that addiction is a moral failing
rather than an illness (Olsen & Sharfstein, 2014).
Further, addiction has not been widely treated by
general physicians, thus isolating the funding for
MAT from other chronic or acute medical treatments,
causing barriers to care based on cost. The language
of addiction in the justice system further perpetuates
negative views of the treatment of substance use
disorder. For example, urine screens that are
ubiquitous to treatment court programs are often
evaluated as “dirty” or “clean” versus “unexpected”
or “expected” results. This contrasts sharply with
the language that providers use to describe results of
clients with other medical conditions when they are
not compliant with treatment.
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The acceptance of MAT use in justice settings
is affected by workforce perceptions about the
treatment, which can come into conflict with the
growing need for evidence-based treatment of
OUD. A nationwide survey shows that just over
half (56%) of drug court programs allow MAT
medications as part of their treatment programming
(Matusow et al., 2013). Overall, treatment courts
include MAT as a treatment option less often than
jails; and some courts are reluctant to authorize
participants to start on MAT after they have detoxed
(Friedmann et al.,, 2012). More recently, there
has been an observed shift in judges’ receptivity
to MAT (Allison & Moore, 2011), which can be
key to countering negative views of other justice
professionals.

In 2015, the National Association of Drug Court
Professionals (NADCP) issued advice that treatment
courts allow MAT when appropriately prescribed
and medically recommended for their participants
(Nordstrom & Marlowe, 2016). In 2015, New
York’s Criminal Procedure Law was changed to
not only allow for judicial diversion programs to
accept individuals on MAT, but also to safeguard
participants from potential release violation charges
related to the use of MAT medications (Friedman &
Wagner-Goldstein, 2015). The critical role of MAT
as part of OUD treatment is underscored by the
requirement by SAMHSA and BJA that drug court
programs receiving federal grants not prohibit MAT
as prescribed by a medical professional (Marlowe,
2016).

When compared to treatment court programs
and prisons, jails are more likely to use MAT,
particularly for people who begin withdrawing
from opioids during their detention. Despite some
reluctance by jail administrators to provide MAT as
aregular-standing service (Friedmann et al., 2012),
in October 2018, the National Sheriffs’ Association
(NSA) released guidelines for implementation of
MAT, noting that jail-based MAT programs exist
in at least 30 states (NSA, 2018). They assert that
MAT is a valuable tool for justice professionals in
that it can help stem recidivism, promote safety in
the jail, reduce costs, prevent postrelease overdose
deaths, and promote recovery from addiction. Early
indicators show that even getting people with an
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opioid addiction who are leaving prison or jail onto
an MAT medication while on a waitlist to enter a
formal MAT program may lead to a reduction in
arrests (Schwartz et al., 2009). Establishing people
on MAT prior to release from jail could offset
relapse and/or prevent overdose in someone who
has detoxed and developed a lower tolerance for
opioids during their incarceration. One study
found a 60% reduction in overdose deaths among
people who had been recently incarcerated by
starting MAT inside jails (Greene et al., 2018).

Misconceptions Related to MAT
Medications

As use of MAT in treatment courts is expanding,
new concerns regarding the use of MAT in this
setting are emerging. While treatment courts are
not the prescribers of treatment and generally
would not be able to officially prescribe or
authorize medications (unless a prescriber was
part of the treatment team), gray literature and
anecdotal data indicate that some courts may
limit the role of patient choice or prescriber
recommendation in determining which medication
is used as part of MAT. An evaluation of 25 drug
courts across 13 Ohio counties shows that 89%
of the clients receiving MAT are using extended-
release, injectable naltrexone and that a majority
(43%) of the stakeholders involved in these drug
courts (judges, court staff, treatment providers,
and attorneys) prefer injectable naltrexone to
other MAT medications. Additionally, 48% of
those stakeholders express negative views about
buprenorphine/naloxone tablets (Suboxone) due
to fears around diversion (Dugosh & Festinger,
2017). A study of 72 criminal justice programs
(including reentry, jails, and drug court programs)
shows that more than 66% view extended-
release naltrexone more favorably and consider
it more effective compared to methadone and
buprenorphine (Festinger, Dugosh, Gastfriend, &
Sierka, 2017). A number of anecdotal information
sources document these perspectives among
treatment court judges and personnel (Sonka,
2017).

The jail-based MAT report (NSA, 2018) and other
studies (Goodnough & Zernike, 2017) find that
most jails that have MAT only offer extended-
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release injectable naltrexone. The underlying
reasons for this preference range from concerns
about medication diversion (Peteet & Tobey, 2017;
Pilkinton & Pilkinton, 2014) to pharmaceutical
companies’ marketing campaigns (MacGillis,
2017). Research shows that continued methadone
maintenance inside a jail increases the likelihood
that patients will continue their treatment once
released back into the community (Rich et al.,
2015). Incidents of incarceration are a leading
cause of disruption in MAT programs, particularly
methadone treatment (Reisinger, Schwartz,
Mitchell, & Kelly, 2009). Nearly a third (31%) of
people receiving treatment with methadone are
arrested at least once during a year (Fuetal., 2013).
Yet, a national survey of jails revealed that only one
in every eight jails allows methadone maintenance
therapy to continue upon incarceration (Fiscella
et al., 2004). Policies and practices around forced
methadone withdrawal are found to negatively affect
a patients willingness to re-engage in treatment
(Fu et al., 2013; Mitchell et al., 2009) and have
been found by some courts to violate constitutional
provisions (Legal Action Center, 2011). Further,
perceptions and misconceptions about MAT held
by community stakeholders can also have an
impact on the provision and continuation of MAT
in the criminal justice system (Alains-Hirsch et
al., 2016; Molfenter et al., 2015; Bride, Abraham,
Kintzel, & Roman, 2013; Matusow et al., 2013).

Funding
Linking justice-involved populations with funding
for treatment is key to successful treatment. A clinical
trial comparing participants leaving a correctional
facility (including both jails and prisons) shows that
those receiving financial assistance to cover their
treatment have higher levels of treatment initiation
after release (Rich, 2014). However, a number of
cost-related barriers have been identified as limiting
access to OUD treatment, including the following:
“lack  of  insurance,  under-insurance,
affordability of treatment, insurance and
regulatory requirements including the
buprenorphine waiver process (and the lack of
mandatory training to prescribe buprenorphine
in medical schools), extensive documentation,
refill limitations and reauthorization rules,
coverage limitations that do not align with the

evidence base (e.g. covered dose is too low, or
covered course of treatment is too short), and
low reimbursements for treating patients with
opioid agonist therapy” (Clemans-Cope, 2017).

Financial barriers may impact entry to treatment,
retention in treatment, and wait times to treatment
(Fisher et al., 2017).

State Medicaid programs are a driver in access to MAT
coverage (Burns et al., 2016). One study estimates
that states with Medicaid coverage of methadone
have an adjusted probability of using opioid agonist
therapy at 45% compared to 17% in states with
no coverage and 30% in states with block grant
coverage (Saloner, Stoller, & Barry, 2016). Despite the
expansion of Medicaid and the expectations of parity
and essential health benefits through the Affordable
Care Act, states still retain considerable discretion in
the design of their benefits and the resulting coverage
of substance use disorder treatments. A review of state
Medicaid programs shows that just over half of states’
Medicaid programs provide coverage for methadone,
buprenorphine, and both oral and injectable
naltrexone (Grogan et al., 2016). Inclusion of MAT
medications in state Medicaid formularies is a critical
factor in their resulting availability for treatment in
the community (Ducharme & Abraham, 2008).
Medicaid coverage is also associated with increasing
the number of buprenorphine-waivered physicians
available to provide prescriptions and treatment
(Stein et al., 2015).

Provider Availability

Even when Medicaid will cover MAT costs, some
programs do not accept Medicaid patients. One
study observes that 35% to 38% of community-
based treatment facilities will not accept Medicaid
(SAMHSA, 2017; Abraham, Andrews, Yingling,
& Shannon, 2018), and this is seen to vary
geographically across the United States. Counties
in Arkansas, Kentucky, Louisiana, Mississippi, and
Tennessee have many people with OUD who are
enrolled in Medicaid but lack sufficient treatment
facilities that accept Medicaid. Only in the
Northeast do high rates of OUD among Medicaid
enrollees correspond to high capacity to treat
people with Medicaid (Abraham et al., 2018).
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Federal or state requirements to complete additional
training to prescribe MAT may pose an additional
hurdle to provider availability and could be related
to the current insufficient treatment capacity across
the nation in general (Jones, Campopiano, Baldwin,
& McCance-Katz, 2015). A recent study finds an
association between the supply of buprenorphine-
waived physicians and increased MAT prescribing, as
well as fewer opioid prescriptions among Medicaid
recipients in Pennsylvania (Wen, Hockenberry, &
Pollack, 2018).

METHODOLOGY

To investigate stakeholder perceptions related to
the provision of MAT, this study examined data
from two sources, both of which resulted from
federally funded projects assessing the use of MAT
in criminal justice settings. First, notes from expert
panels on MAT were analyzed to produce thematic
findings, which were organized according to a
framework established by the expert panels during
the convening. Five panels, including a total of
30 criminal justice stakeholders, participated in
a guided discussion to identify common MAT
implementation challenges and barriers relevant
to their specific justice system responsibilities.
The participants were representative of the entire
criminal justice system, including law enforcement
and prosecutors, jail administrators and sheriffs,
judges and court officials, community corrections
directors and officers, and treatment providers
(see Table 1). The participants were selected based
on their local, state, or national policy or practice
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experience with MAT in the criminal justice setting.
Experts were sought to ensure a wide breadth of
perspectives, representing jurisdictions of varying
sizes and geographic locations across 19 states.

Each panel comprised four to seven professionals
who work in or with a specific part of the justice
system: sheriffs/jails, judges/court administrators,
law enforcement and prosecutors, probation/
parole, and treatment providers. Each panel was
assigned a facilitator and a note-taker, and most
groups had up to three observers from national
organizations affiliated with the professions. The
facilitators led each group through the following
discussion topics: common MAT implementation
challenges and obstacles; the impact of disparities
on MAT implementation; and recommendations
for other MAT, criminal justice, or behavioral health
system stakeholders. Following the facilitated
dialogue, each group reviewed and prioritized
the outputs from their discussions and organized
a framework for implementing MAT in criminal
justice settings. The framework that emerged
from the panels’ discussions was as follows: the
extent of the (opioid) problem, workforce issues,
cost and health care reimbursement, community
and systems partners, education and technical
assistance, and data and evaluation. Notes and
minutes from each group and the larger group
report were used as data for this study.

The second data source included transcripts from 13
semistructured interviews, conducted in 2017 and
2018, withavariety of criminal justice representatives
involved in MAT programs associated with treatment

Table 1. Number of Expert Panel and Interview Participants by Role

Role Data Sources (n)
Semi-structured Interviews Both Events* | Expert Panels

Law Enforcement/Police Chief 2
Sheriff/Jail Administrator 3 2 4
Prosecutor/District Attorney 1 1 5
Judge 1 1
Treatment Court Coordinator/Director 5 2 3
Correctional Behavioral Health Official 2 1 3
Community-based Treatment Provider 1 1 4
Community Corrections Director/Officer 8
Total 13 - 30

*A small number of participants were involved in both the interviews and the expert panels. The numbers here denote the overlap across both groups.
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courts and jail-based MAT programs (see Table 1).
The semistructured interviews focused primarily on
financial barriers to MAT in criminal justice settings;
however, information was also gathered around
descriptions of MAT programs, general barriers to
MAT, and implementation processes. An interview
instrument of 24 questions and several prompts was
created by the research team and vetted by subject
matter experts in the field. It contained questions
that walked participants through a verbal process
map of local MAT programs, including descriptions
of the costs of various program components, initial
funding sources and start-up activities, stakeholder
engagement, and different ways local or state
jurisdictions support MAT in criminal justice
settings. The interviews were all conducted by the
same member of the research team. The information
gathered through the 13 interviews was transcribed
directly from recordings and supplemented by notes
gathered by two note-takers.

Thematic Analysis

The qualitative data from both the expert panels
and semistructured interviews were analyzed and
categorized using the constant comparison method
(Bulmer, 1979; Miles & Huberman, 1984).
Two analysts independently processed the data;
through phone- and email-based peer debriefing,
they discussed and came to a consensus on the
identified themes that emerged from the data.
The qualitative data were reviewed for themes
related to barriers and criminal justice perceptions
around MAT in the criminal justice system within
the aforementioned framework: the extent of the
(opioid) problem; workforce issues; cost and health
care reimbursement; community and systems
partners; education and technical assistance; and
data and evaluation. The data were coded and
categorized using the above framework; themes
were then drawn from the qualitative data in each
of the areas. Where possible, direct quotes are
provided to illustrate the themes drawn from the
data; some quotes were revised to improve clarity.

RESULTS
Extent of the Problem

The extent of the opioid problem was discussed
by the expert panels and connected with local

issues in terms of access, disparities, and matching
availability of services to comprehensively meet
clients’ needs. Sheriffs and jail administrators,
treatment providers, law enforcement and
prosecutors, and community corrections directors
cite racial and ethnic disparities impacting access.

Identifying and Serving Individuals With OUD
Interview participants reported that not all justice-
involved individuals will disclose opioid use or an
OUD, and not all individuals want to participate
in MAT. One representative shared that some
individuals will not report opioid use during
screening at intake and booking at the jail due to
misplaced concerns that the information will be
used in court.

Medication Diversion and Misuse

The existence of “cash clinics” and inappropriate
prescribing  (“overprescribing”) by physicians
were observed to be barriers to acceptance of
MAT, as well as the effective use of MAT within
some communities. Four of the interviewees
stated diversion of buprenorphine or methadone
as a major issue; however, in one jurisdiction, the
diversion of methadone is related to physicians
prescribing it for pain treatment rather than MAT.
Three interviewees cited inappropriate prescribing
of MAT medications or lack of evidence-based
practices in MAT as an issue in their communities.
The challenges noted appear to influence the
perceptions of those stakeholders:

“We are seeing the numbers skyrocket of people
who are shooting up the buprenorphine. I
believe that that is because of the diversion.
They want to get the most bang for the buck
with the pills they have left, after they have
sold enough to be able to go back to the
doctor.”

A treatment court representative stated that:
“[Tlhe opinion in the general medical
community and law enforcement is that
they hear too much about buprenorphine in
connection to crimes or probation violations
[whereas] naltrexone is not able to be
diverted and .... does not impair their ability
to engage in treatment or put them at risk to
commit further crimes [through diversion].”
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There were concerns expressed as well of how
methadone specifically is viewed in some
communities, that “the methadone clinic is looked
at much more as a distribution center than a
methadone clinic,” sparking concerns within the
community regarding the treatments evidence base.

Serving Complex Individuals

The clients served by these MAT programs are
complex and face multiple challenges in addition
to participating in MAT. All five expert panels
discussed insufficient infrastructures to meet
demand, including lack of housing and other
wraparound services. The interview participants
described these challenges in depth. One jail-based
MAT program representative reported having to
remind staff and partners that the OUD observed
among the justice population is the same disease
often impacting their own friends and family
members; however, “the same disease manifests
itself a bit different when you are poor.”

Many clients were reported to have comorbid
chronic diseases, such as hepatitis C and serious
mental illness, and they often have used multiple
substances (methamphetamines, benzodiazepines,
clonazepam, and gabapentin). All five expert panels
and one of the interview participants discussed
the lack of hospital psychiatric beds, affecting
participants with co-occurring mental illness.

Three of the expert panels—treatment providers,
law enforcement and prosecutors, and community
corrections directors—cited lack of transportation
as a barrier to treatment, particularly in rural areas
where a lack of providers requires travel to urban
regions to access care. Other needs discussed
included adequate housing, employment with a
livable wage, and childcare.

Workforce Issues

The expert panels and interview participants
discussed workforce issues in terms of local
capacity to provide treatment and training. Federal
restrictions on the number of MAT prescriptions
that can be written is cited by sheriffs and jail
administrators as having an impact on availability
of MAT.
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Staffing Issues

All panels cited gaps in workforce education
and training as impacting staff buy-in, licensing,
cultural competency, and sensitivity to working
with individuals with severe mental illness.
Across all five expert panels, stakeholders
reported an inability to hire staff quickly enough
to meet demand. Several interview participants
indicated that the support of MAT among staff
within criminal justice agencies that provide MAT
or allow individuals to participate in MAT while
under criminal justice supervision is important.
Staff can pose a barrier if they lack buy-in or are
unprepared. Interviewees shared that examining
the staffing model is important for ensuring that
the right staff are in place to guarantee the success
of the MAT program. Similarly, the expert panels
noted that insufficient staff education on the roles
of program partner workforce can be an issue
(e.g., the difference between security personnel
versus treatment personnel in a jail setting). Clear
messaging about the MAT program is important,
as reflected by a jail-based MAT representative
who stated that when considering “staffing
barriers with regards to program implementation
and communication, communication was the
biggest issue.”

Ongoing Training

General education and training to create buy-
in among staff is often an important step to
creating and sustaining jail-based MAT programs.
Correctional staff may need support transitioning
from a correctional focus to more of a clinical
approach. Training and informational activities
should include the contracted or in-house jail
medical provider, which may sometimes resist
creating an MAT program or implementing it
quickly enough to reach clients during their time
in the jail. Private jail medical staff processes may
be slowed by limited physician availability and
liability concerns.

Funding/Healthcare Reimbursement
Funding for MAT was discussed as a need across
all panel and interview participants. Sheriffs and
jail administrators noted the problem of competing
priorities within the jail, such as funding programs
for hepatitis C at the expense of funding MAT.
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Funding Medications

Several of the interviewees indicated that they were
able to start or supplement their MAT program
due to the involvement of the pharmaceutical
company that produces extended-release injectable
naltrexone, with three programs wusing the
medication exclusively and receiving free doses
to provide to participants. Two programs were
paying subsidized pricing for the medication.
Two programs were “in talks” with the company
regarding the use of extended-release injectable
naltrexone in their MAT programs; one program
used a pharmaceutical representative from the
company to provide trainings. In contrast, one
representative from a jail-based program stated
that managing a drug vendor was not a top priority,
thus they turn down “free” medication and have
incorporated the cost of MAT medications into the
county’s jail budget. However, even in receiving
free doses, interviewees noted that sustaining the
program’s ability to provide MAT medications
inside correctional facilities would be challenging.
For example, one interviewee indicated that:

“Medicaid will not pay for [MAT medications]
inside our institutions. And, even if there were
to be some donation of shots like naltrexone,
if people were to be on it on the outside, and
then we were to either maintain it on the inside
or start them up on the inside, the financial
barriers to that are just astronomical. It seems
like a great opportunity, but the financial
barrier will be a significant issue.”

Timely access to funding—and whether or not
Medicaid is available to pay for MAT expenses—
is a constant barrier and source of frustration
cited by persons interviewed. The expert panels
discussed how a lapse in Medicaid coverage during
incarceration can lead to a discontinuation of or
change in medications. There are a variety of time-
related issues that prevent MAT continuation in
the community upon discharge. Even if someone
qualifies for Medicaid, that is not assurance that
MAT will be seamlessly available. The time lag
in Medicaid activation is cited as a major source
of difficulty in assuring continuity of care upon
discharge from detention. One interviewee
volunteered that their jail provides a 30-day supply

of medication upon discharge and “for now, we're
just eating the cost of it.”

Sheriffs and jail administrators, treatment
providers, and community corrections directors
cited Medicaid expansion specifically as a source
of funding. The challenges of funding MAT for
justice-involved populations were reported to be
greater in states that are not Medicaid-expansion
states. Among those interviewed in states that
did not expand Medicaid, funding for MAT is
a significant issue and is only possible through
public or private grants, state funds (such as
“region dollars”), or self-payment. As described
by a treatment court professional, “I don't know of
anybody in the state through our association that
really has a vibrant [MAT] program. Because we're
not an expansion state, there’s very limited access
for a lot of our populations.” Another treatment
court representative stated:

“T've simply never had someone with an opioid
use disorder that’s on Medicaid. The men that
we serve ... don't have any insurance at all. We
have one guy over there that is on disability
that has [Medicaid], but the others that we
have, they dont have any health coverage.
The females we have in that court don't have
custody of any of their children and won'
have any insurance coverage.”

Funding Driving Treatment Decisions

Many of the individuals interviewed expressed
concerns that the type of funding available for an
individual with OUD can drive decisions regarding
what type of medication they are prescribed. As
an adult drug treatment court professional stated,
“It’s just a matter of this person has funding at this
place, so we can refer them there. Or they do have
insurance, so that opens up options as far as where
we can refer them.” Additionally, the community
corrections expert panel discussed how, despite
Medicaid expansion, treatment providers may still
refuse to treat individuals with justice involvement,
which can limit their access to specific medications
used for MAT.
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Community and Systems Partners

All panels and interview participants noted various
stakeholder biases, perceptions, and beliefs
about MAT as barriers to effective programming.
Misperceptions about the role of jails in MAT,
stigma around MAT patients who have committed
a violent offense, “non-believers,” and bias against
MAT were described.

Community Perceptions

Prior to a community allocating resources to
provide MAT to the justice-involved population, a
shift in attitudes and understanding of addiction
and treatment is necessary. Many of the justice
professionals interviewed shared about how
community perceptions have an impact on the use
of MAT in justice settings. Two individuals involved
with MAT programs in treatment court settings
shared that they have even encountered pushback
from Narcotics Anonymous groups that are more
comfortable with abstinence-only approaches.

Another community concern about MAT is that
justice-involved people move to the front of the
treatment line, “that people in the criminal justice
system shouldn’t have access to MAT when people
who aren't involved in the criminal justice system
don’t have access to it, and they need it.” There
was further concern expressed in the community
that people use MAT to get high, or that they do
not want treatment centers in their neighborhood:
“Thousands of people signed a petition and
showed up at meeting after meeting to protest the
methadone clinic....” One interviewee summarized
the community perceptions about addiction and
addiction treatment as follows:

“I don't know that the general public, the
person off the street, unless theyve had
relative, friend, family member, whatever and
they've been educated in that form, really
understand that sometimes you may need
this other medication to combat the cravings
or to help you get over the hump along with
the counseling requirement. I think there are
still people who believe its just a matter of
willpower, and if you stay away from [opioids],
everything will be fine.”
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Cross-systems Coordination

Across the expert panels, treatment providers, law
enforcement and prosecutors, and community
corrections directors discussed the importance of
understanding partner toles, such as treatment
providers understanding the role of community
corrections officers in maintaining safety and
compliance. Those interviewed noted the
importance for all stakeholders to be part of the
cross-systems coordination in providing MAT.
Participants described partnerships where funds
are shared between departments of the same
jurisdiction, such as the sheriffs office and the
health department of the county or city, enabling
that jurisdiction to see the impact of the return on
investment directly in their budget. Participants
also described partnerships established through
memorandums ~ of  understanding, linkage
agreements, or fee-for-service contracts between
treatment courts/jails with treatment providers
that provided mutually beneficial arrangements,
ensuring treatment capacity for MAT participants
in the program and also providing a referral source
for clients to the treatment agencies. However, these
arrangements work best where healthcare coverage
is prevalent, and clients do not struggle to cover
the cost of treatment in the community. In states
that did not expand Medicaid, partnerships were
observed between provider agencies and treatment
courts/jails that utilize grant funds or local/state
funding sources to cover the cost of treatment
and medication. A few examples of cross-systems
collaboration provided by the participants include
the following:

“We are strongly linked to community
health. We do not start programs inside
the correctional facility that do not have a
community component. Our Health and
Human Services at the county level is a very
robust program, so we have programs
that start in the facility [and] transfer to the
community ... Its a partnership between the
Department of Corrections and Health and
Human Services and thats where our [MAT
program] flows out.”

“We're fortunate in that our medical director,
[the] forensic psychiatrist for our treatment
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court, is also the doctor that oversees the
buprenorphine clinic, and shes on our
team every week. So, we have a really
great understanding of how the medicine
is distributed, how its monitored, how
they monitor for abuse, how they regulate
prescriptions and injections and have a
really good oversight. So, [there is] a lot of
confidence in their ability to manage that from
a treatment perspective.”

Some programs partner with existing resources
to provide additional supports to their MAT
participants to overcome barriers to providing
a comprehensive MAT program. For example,
benefits counselors or reentry specialists, funded
through other sources, are engaged to increase the
level of supportive services available to people in
the MAT program.

Engaging Partners

The need to educate the stakeholders about
MAT was voiced by many of the participants
interviewed about MAT. The treatment providers
and community corrections directors, as well
as some interview participants, discussed the
need for consistent use of guidelines, such as the
American Society of Addiction Medicine (ASAM)
criteria, to ensure consistency and evidence-based
treatment across partners. Buy-in is not automatic
from one stakeholder or another; and often,
interview participants reported having to provide
the education and foster conversations to increase
buy-in from partners. For example:

“[1]t's a good idea to get a good buy-in from the
sheriffs because a lot of times they are not happy
with [MAT]; they may not want this treatment
to be in their facility because of the diversion,
the problem with medications being misused.
So, it’s important to have a lot of stakeholders
and to show them the bigger picture that these
people [with OUD] are the same people who
are possibly dying in the street, who keep on
coming back to the [correctional] facility, and
so we have to do something while they are
in the facility in order to break this chain of
addiction and relapse.”

“[Initially], the hospitals, the community
health centers, [they] didn't really understand
[MAT]. Thats really crucial. It takes some time
to meet and work with them to get them on
board. T think for our parole and probation,
at one point parole wouldn’t put anyone out
on MAT...”

“Historically, our adult drug court has not
allowed MAT, and so they are an abstinence-
only model and [use] no medication for
someone that has an opioid use disorder.
I've been planting that mustard seed for a
little while with our adult drug court and,
this year, they actually had us come and do
a presentation. They were pretty interested in
looking at the possibility of our opportunities
of offering MAT services to their participants
that have an opioid use disorder ... I think,
they are probably seeing the challenge of those
individuals, because its particularly difficult
to engage in long-term recovery without the
assistance of medication to get them started
and maintained.”

Education and Technical Assistance

All panels and interviewees stated the need for
education and training. Treatment providers, law
enforcement and prosecutors, and community
corrections directors discussed the need for
standardized training and practice standards. Judges
and court coordinators stated that policies and
guidelines for MAT are needed. Law enforcement
and prosecutors cited the need for education to
reframe policing to include aspects of recovery.
Sheriffs, jail administrators, and community
corrections officers stated the need to educate
individuals about MAT, including opportunities
for treatment inside the jail and community, and
what is expected of individuals while undergoing
MAT. Treatment providers, law enforcement, and
prosecutors noted education is needed to counter
unrealistic expectations for people in recovery,
misinformation about withdrawal severity, and a
lack of understanding of the risk and benefits of
medication.
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Using a Medical Model of Addiction

At the heart of changing community and
stakeholders’ minds about MAT is promoting a
more widespread acceptance of the medical model
of addiction. The need to redefine and reframe
the narratives of addiction and treatment was
illustrated by a common sentiment expressed by
justice professionals during the interviews—that
substance use disorders are not something “you
can think yourself out of.” Across the programs,
the individuals interviewed indicated that shifting
the approach from a criminal justice perspective
to more of a clinical perspective is important to
overcoming barriers to MAT.

One interview participant said, “I think the biggest
point is, when we're working with the criminal
justice system, to [make] sure that our provider or
our referral sources, such as pretrial intervention or
probation and parole, really understand that this is
a chronic medical disease....” Another participant
expressed:

“It's the same philosophy for any kind of
illness. You're required to be educated about
the illness. You're required to take whatever
medications or whatever that a physician feels
are appropriate, but it should be coupled with
ongoing education or treatment or counseling
or whatever is required to deal with the fact
that you have an illness.”

Misconceptions Related to MAT

Other major barriers to effective implementation of
MAT are the misconceptions and biases about MAT
and/or the particular medications used for MAT.
While the increased use of naltrexone and a more
consistent use of psychosocial therapies in addition
to medications have increased acceptance of MAT,
there are still lingering concerns regarding long-
term use of MAT and expectations that individuals
would eventually be tapered off whichever
medication they were prescribed. In particular,
some interviewees viewed using methadone as
continuing an addiction and were concerned that
individuals do not “wean off,” as is the case with
naltrexone or buprenorphine. They volunteered
that some court professionals see “people who were
getting very addicted to methadone. [W]e had all
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had such bad experiences .... because nobody was
ever taught about anything else.” However, other
interviewees noted that criminal justice programs
need to be open to all MAT medications, including
methadone. For example, “Initially when I came on
board, they really wanted to get rid of methadone
because buprenorphine was on, and I just said you
have to have all your options. Methadone has been
around a long time; its worked great for a lot of
people.”

Data and Evaluation

All panels and many interview participants
discussed the need for screening and assessment
for factors such as criminal risk, mental health
disorder, substance use disorder, and trauma.
Sheriffs, jail administrators, and treatment
providers noted the need for using evidence-based
screening tools, and delays in assessments were
noted as the result of staff shortages, lack of staff
buy-in, and absence of data sharing. Community
corrections officers also added the need for periodic
reassessment at key intervals during a person’s
involvement in the criminal justice system. Sheriffs
and jail administrators, law enforcement and
prosecutors, treatment providers, and community
corrections officers discussed how opportunities
for information and data sharing between systems
partners would improve their ability to identify
the substance use and mental health status of
individuals and to discuss treatment plans and
progress with partners in a timely fashion.

Participants shared that providers, patients, and
professionals can be “true believers” in MAT, citing
case after case of individuals whose lives are saved
by MAT initiated as part of their justice involvement.
However, without data and continuous evaluation,
successes are anecdotal. This view is voiced by jail
MAT program professionals during the interviews,
underscoring the necessity of studying the
outcomes of MAT:

“We're focusing on some operational metrics
... s0 how does the transition of care happen?
How does the sharing of data occur? Was there
any break in continuity of care or treatment,
were the appropriate criteria followed? Was
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the [client] put in the appropriate [treatment],
was s’he assessed appropriately? We're doing
a lot of basic evaluation of what’s happening.”

“It’s important to note that this individual who
does collect the data does not necessarily have
to be highly trained or qualified to collect data.
It’s baseline data. It’s demographics. It’s very
basic information. I think it’s important that
[data collection] is not an additional barrier as
long as there’s somebody motivated to keep on
top of the data.”

DISCUSSION

Successful implementation of MAT for justice-
involved individuals will require both logistical
and attitudinal changes across criminal justice
stakeholders and their partners. The participants
in this study confirmed that providing access to
or direct delivery of MAT programming across the
justice system is possible and showing promising
results. Where resources such as adequate health
insurance and access to properly trained health
care providers are available, justice professionals
should move to the next step of providing all forms
of MAT medications in justice settings, with as
little treatment interruption as possible as someone
moves from the community, through the criminal
justice process, and back into the community.
Brinkley-Rubinstein et al. (2018) describe how
the Sequential Intercept Model (Griffin et al.,
2015) is a useful tool to demonstrate how each
stakeholder in the criminal justice system plays
a key role in implementing and supporting MAT
for justice-involved individuals with substance use
disorder and OUD. Not only would coordinated
implementation allow for cross-professional
education, training, and cost-sharing, it would
be a step toward providing continuous treatment,
regardless of the status of the individual in the
justice system (e.g., community corrections or
incarcerated).

In those states where Medicaid was not expanded,
criminal justice stakeholders will need financial
support to create and sustain MAT programs, as well
as to ensure that patients will be able to continue
their treatment once back in the community.

Across the interview participants, those in states
that expanded Medicaid expressed no concerns
regarding the ability of individuals in their programs
to continue treatment once in the community. They
often had mechanisms in place to ensure that those
individuals would have their health care coverage
reinstated as quickly as possible upon release,
and treatment would be maintained throughout
reentry back into the community. These statements
contrasted substantially from the remarks of
interview participants from nonexpansion states. A
majority of their MAT participants have no health
insurance and were at greater risk of not being able
to access MAT once out from under criminal justice
oversight.

Education and training are also required to provide
criminal justice stakeholders and the public with
accurate information about MAT as an evidence-
based treatment for persons with addictions.
Stakeholder interviews analyzed for this study
demonstrate that not all are “on board” with MAT,
and some continue to have views based on outdated
or incorrect information. Justice system leaders,
such as sheriffs and judges, play crucial roles in
providing a supportive environment for MAT, while
their staff play crucial roles in implementing and
ensuring the success of MAT programs in criminal
justice settings. Participants involved in this study
did not indicate a widespread use of cross-systems
trainings involving both criminal justice and
behavioral health partners, despite the evidence
that cross-trainings are particularly important to
ensuring a cohesive approach to both criminal
justice and treatment goals (Farabee et al., 1999).
Stakeholders overseeing MAT in criminal justice
settings should ensure routine cross-trainings that
involve both criminal justice and behavioral health
treatment provider staff.

Across all points of the justice system, education
and training should be leveraged to encourage MAT
programs that allow participants to be prescribed
the appropriate MAT medication in accordance
with their substance use, treatment, and medical
histories. Studies of MAT within correctional
settings confirm that, when administered correctly,
use of agonist medications in the form of liquids or
dissolvingstrips are effective in reducing medication
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diversion (Gordon et al., 2014; Magura et al.,
2009). Interview discussions with representatives
from jail-based MAT programs reinforced that
jails should be discouraged from creating MAT
programs that only provide one or two injections
of extended-release naltrexone without ensuring
continuity of care of those patients once they are
released back into the community (Linden et al.,
2018).

The interviews and expert panel discussions also
revealed that it is not only justice professionals who
might retain negative biases about MAT or persons
with addiction. One interviewee stated:

“Right, the medication is to me the easy
part. It just the counseling and all the other
support that goes around that, that I'm
worried about. Having the appropriate space
within the jail to do it, getting custody to buy
into the fact that this is critical to do. There’s
a lot of cult-like stigma around this. I sit in
meetings and its shocking to me where even
healthcare providers will be like, “Well, that’s
just a junkie; thats just a drug dealer.”

This quote illustrates the critical need to remove
the culture of stigma associated with substance
use disorder and OUD across treatment and
community settings, as well as within correctional
facilities.

Changes in resources and shifts in attitudes may
eventually happen as evidence mounts that MAT
decreases recidivism, promotes recovery from
addiction, and reduces costs. However, as the
participants in this study reported, performance
monitoring and evaluations of MAT programs in
criminal justice settings need support. Programs
that offer MAT need to measure short- and long-
term outcomes to provide the accumulated data
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that demonstrate program success. These findings
may be sufficient to convince policy-makers and
funding sources that substance use disorder
treatment is effective social policy.

Finally, this study confirms the tremendous
opportunity for cross-systems partnerships and
integration of care to address the opioid epidemic.
Effective criminal justice and community-based
provider relationships are essential to helping
individuals with OUD begin their recovery while
under criminal justice oversight, and to continue
that progress once that oversight ends. These
partnerships may involve identification of shared
clients, creative funding arrangements, upfront
investments in strategies that should result in
reduced costs, shared staffing models, cross-training
involving both criminal justice and behavioral
health staff, and other mechanisms that are not
traditionally seen in criminal justice settings. One
participant involved in this study explained how a
community-based substance use treatment agency
provided MAT services in the local jail at no cost,
recognizing that many of the individuals it served
would continue to be its patients upon release. The
agency recognized its role in ensuring continuity of
care and invested in providing treatment services
upfront, knowing that the services would later be
covered by Medicaid or other health insurance
coverage following the patient’s release back into
the community. By attempting such innovations,
it is possible that many criminal justice and
behavioral health agencies could reduce the impact
of the opioid epidemic on their communities by
providing an effective link to treatment at a critical
time of engagement.

121



As Stated by Criminal Justice Professionals: Perceptions and Barriers Related to Medication-Assisted Treatment

REFERENCES

Abraham, A., Andrews, C., Yingling, M., & Shannon, J. (2018). Geographic disparities in availability of opioid use
disorder treatment for Medicaid enrollees. Health Research and Educational Trust, 53(1), 389-404.

Alanis-Hirsch, K., Croff, R., Ford, J., Johnson, K., Chalk, M., Schmidt, L., & McCarty, D. (2016). Extended-release
naltrexone: A qualitative analysis of barriers to routine use. Journal of Substance Abuse Treatment, 62, 68—73.

Allison, C., & Moore, K. (2011, April). Attitudes toward medication-assisted treatment within a drug court
program. Paper presented at the 9th Annual Undergraduate Research Symposium and Celebration, Tampa, FL.
Retrieved from the University of South Florida Scholar Commons website at http://scholarcommons.usf.edu/
ur_symposium/2011/Panel3/3/

Ball, J., & Ross, A. (1991). The effectiveness of methadone maintenance treatment: Patients, programs, services, and
outcomes. New York: Springer-Verlag.

Binswanger, 1. A., Blatchford, P J., Mueller, S. R, & Stern, M. E (2009). Mortality after prison release: Opioid
overdose and other causes of death, risk factors, and time trends from 1999 to 2009. Annals of Internal Medicine,
159, 592-600.

Birnbaum, H. G., White, A. G., Schiller, M., Waldman, T., Cleveland, J. M., & Roland, C. L. (2011). Societal costs
of prescription opioid abuse, dependence, and misuse in the United States. Pain Medicine, 12(4), 657-667.

Bride, B. E., Abraham, A. J., Kintzel, S., & Roman, P M. (2013). Social workers’ knowledge and perceptions of
effectiveness and acceptability of medication assisted treatment of substance use disorders. Social Work in Health
Care, 52, 43-58.

Brinkley-Rubinstein, L., Zaller, N., Martino, S., Cloud, D. H., McCauley, E., Heise, A., & Seal, D. (2018). Criminal
justice continuum for opioid users at risk of overdose. Addictive Behaviors, 86, 104-110.

Bronson, J., Stroop, J., Zimmer, S., & Berzofsky, M. (2017). Drug use, dependence, and abuse among state prisoners
and jail inmates, 2007-2009. NCJ 250546. Washington, DC: Bureau of Justice Statistics.

Bulmer, H. (1979). Concepts in the analysis of qualitative data. The Sociological Review, 27, 651-677.

Burns, R. M., Pacula, R. L., Bauhoff, S., Gordon, A. J., Hendrikson, H., Leslie, D. L., & Stein, B. D. (2016). Policies
related to opioid agonist therapy for opioid use disorders: The evolution of state policies from 2004 to 2013.
Substance Abuse, 37(1), 63—69.

Centers for Disease Control and Prevention. (2018). 2018 annual surveillance report of drug-related risks and
outcomes—United States. Surveillance Special Report. Centers for Disease Control and Prevention, U.S. Department
of Health and Human Services. Retrieved on March 19, 2019, from https://www.cdc.gov/drugoverdose/pdf/
pubs/2018-cde-drug-surveillance-report.pdf.

Chandler, R., Fletcher, B., & Volkow, N. (2009). Treating drug abuse and addiction in the criminal justice system:
Improving public health and safety. The Journal of the American Medical Association, 301(2), 183-190.

Clemans-Cope, L. (2017, October 10). Should state and local governments use pay for success financing to
support medication-assisted treatment (MAT) for opioid-use disorder? Message posted to https://www.urban.org/
debates/should-state-and-local-governments-use-pay-success-financing-support-medication-assisted-treatment-
mat-opioid-use-disorder.

Cornish, J. W,, Metzger, D., Woody, G. E., Wilson, D., McLellan, A. T., Vandergrift, B., & O'Brien, C. P (1997).
Naltrexone pharmacotherapy for opioid dependent federal probationers. Journal of Substance Abuse Treatment,
14(6), 529-534.

Dedon, L. (2018). Using emergency declarations to address the opioid epidemic: Lessons learned from states.
Washington, DC: National Governors’ Association.

122



]OURNAL for Advancing Justice

Ducharme, L., & Abraham, A. (2008). State policy influence on the early diffusion of buprenorphine in
community treatment programs. Substance Abuse Treatment and Prevention Policy, 3, 17.

Dugosh, K., & Festinger, D. (2017). Ohio addiction treatment program evaluation: Final report. Philadelphia, PA:
Treatment Research Institute. Retrieved on October 30, 2017, from http://mha.ohio.gov/Portals/0/assets/Initiatives/
ATPP/Final-ATP-Evaluation-Report.pdf.

Farabee, D., Prendergast, M., Cartier, J., Wexler, H., Knight, K., & Anglin, M. D. (1999). Barriers to implementing
effective correctional drug treatment programs. The Prison Journal, 79(2), 150-162.

Festinger, D., Dugosh, K., Gastfriend, D., & Sierka, C. (2017). Attitudes and practices on the use of extended-
release naltrexone in criminal justice settings. Drug and Alcohol Dependence, 171, ¢62-e63.

Fiscella, K., Moore, A., Engerman, J., & Meldrum, S. (2004). Jail management of arrestees/inmates enrolled in
community methadone maintenance program. Journal of Urban Health: Bulletin of the New York Academy of Medicine,
81(4), 645-654.

Fisher, D., Reynolds, G., D’Anna, L., Hosmer, D., & Hardan-Khalil, K. (2017). Failure to get into substance abuse
treatment. Journal of Substance Abuse Treatment, 73, 55-62.

Florence, C., Luo, E, Xu, L., & Zhou, C. (2016). The economic burden of prescription opioid overdose, abuse,
and dependence in the United States, 2013. Medical Care, 54(10), 901-906.

Friedman, S., & Wagner-Goldstein, K. (2015). Medication-assisted treatment in drug courts: Recommended
strategies. New York: Center for Court Innovation.

Friedmann, P, Hoskinson, R., Gordon, M., Schwartz, R., Kinlock, T., Knight, K., ... Frisman, L. K. (2012).
Medication-assisted treatment in criminal justice agencies affiliated with the criminal justice-drug abuse treatment
studies (CJ-DATS): Availability, barriers, and intentions. Substance Abuse, 33(1), 9-18.

Fu, J., Zaller, N., Yokell, M., Bazazi, A., & Rich, J. (2013). Forced withdrawal from methadone maintenance
therapy in criminal justice settings: A critical treatment barrier in the United States. Journal of Substance Abuse
Treatment, 44, 502-505.

Giftos, J., & Tesema, L. (2018). When less is more: Reforming the criminal justice response to the opioid
epidemic. Judges’ Journal, 57(1), 28-31.

Goodnough, A., & Zernike, K. (2017, June 12). Seizing on opioid crisis, a drug maker lobbies hard for its
product. The New York Times, p. Al. Retrieved on March 1, 2018, from https://www.nytimes.com/2017/06/11/
health/naltrexone-drug-opioid-addiction.html?_r=0

Goodnough, A., & Zernike, K. (2017, November 15). Study finds competing opioid treatments have similar
outcomes. The New York Times, p. A16. Retrieved on March 1, 2018, from https://www.nytimes.com/2017/11/14/
health/naltrexone-buprenorphine-addiction-treatment.html.

Gordon, M. S., Kinlock, T. W,, Schwartz, R. P, Fitzgerald, T. T., O’Grady, K. E., & Vocci, E J. (2014). A
randomized controlled trial of prison-initiated buprenorphine: Prison outcomes and community treatment entry.
Drug and Alcohol Dependence, 42, 33-40.

Green, T., Clarke, J., Brinkley-Rubinstein, L., Marshall, B., Alexander-Scott, N., Boss, R., & Rich, J. D. (2018).
Research letter: Postincarceration fatal overdoses after implementing medications for addiction treatment in a
statewide correctional system. JAMA Psychiatry. Published online February 14, 2018. Retrieved from https://
jamanetwork.com/journals/jamapsychiatry/article-abstract/2671411?redirect=true.

Griffin, P A., Heilbrun, K., Mulvey, E. P, DeMatteo, D., & Schubert, C. A. (Eds.). (2015). The sequential intercept
model and criminal justice: Promoting community alternatives for individuals with serious mental illness. New York:
Oxford University Press.

123



As Stated by Criminal Justice Professionals: Perceptions and Barriers Related to Medication-Assisted Treatment

Grogan, C., Andrews, C., Abraham, A., Humphreys, K., Pollack, H., Smith, B. T., & Friedmann, P. D. (2016).
Survey highlights differences in Medicaid coverage for substance use treatment and opioid use disorder
medications. Health Affairs Millwood), 35(12), 2289-2296.

Groot, E., Kouyoumdjian, E, Kiefer, L., Madadi, P, Gross, J., Prevost, B., ... Persaud, N. (2016). Drug toxicity
deaths after release from incarceration in Ontario, 2006-2013: Review of coroner’s cases. PLoS ONE, 11(7),
e0157512. Retrieved February 28, 2018, from http://journals.plos.org/plosone/article?id=10.1371/journal.
pone.0157512.

Hasselt, M. V,, Keyes, V., Bray, J., & Miller, T. (2015). Prescription drug abuse and workplace absenteeism:
Evidence from the 2008-2012 National Survey on Drug Use and Health. Journal of Workplace Behavioral Health,
30(4), 379-392.

Hodge, J., Wetter, S., & Noe, S. (2017). Emerging legal responses to curb the opioid epidemic. Journal of Law,
Medicine, and Ethics, 45, 460—-463.

Joseph, H., Stancliff, S., & Langrod, J. (2000). Methadone maintenance treatment (MMT): A review of historical
and clinical issues. The Mount Sinai Journal of Medicine, 67, 347-364.

Jones, C. M., Campopiano, M., Baldwin, G., & McCance-Katz, E. (2016) National and state treatment need and
capacity for opioid agonist medication-assisted treatment. American Journal of Public Health, 105, €55-63.

Krinsky, C., Lathrop, S., Brown, P, & Nolte, K. (2009). Drugs, detention, and death: A study of the mortality of
recently released prisoners. American Journal of Forensic Medicine and Pathology, 9(30), 6-9.

Lancet. (2001). Rethinking America’s “War on Drugs” as a public-health issue. [Editorial]. Lancet, 357(9261), 971.

Lee, J., McDonald, R., Grossman, E., McNeely, J., Laska, E., Rotrosen, J., & Gourevitch, M. N. (2015). Opioid
treatment at release from jail using extended-release naltrexone: A pilot proof-of-concept randomized effectiveness
trial. Addiction, 110, 1008-1014.

Legal Action Center. (2011). Legality of denying access to medication assisted treatment in the criminal justice system.
New York, NY: Legal Action Center. Retrieved from http:/lac.org/wp-content/uploads/2014/12/MAT_Report_
FINAL_12-1-2011.pdf

Linden, M., Marullo, S., Bone, C., Barry, D. T., & Bell, K. (2018). Prisoners as patients: The opioid epidemic,
medication-assisted treatment, and the Eighth Amendment. Journal of Law, Medicine, & Ethics, 46, 252-267.

MacGillis, A. (2017). “The last shot.” New York, NY: ProPublica. Retrieved from the ProPublica website at https://
www.propublica.org/article/naltrexone-opiate-crisis-and-criminal-justice

Magura, S., Lee, J. D., Hershberger, J., Joseph, H., Marsch, L., Shropshire, C., & Rosenblum, A. (2009).
Buprenorphine and methadone maintenance in jail and post-release: A randomized clinical trial. Drug and Alcohol
Dependence, 99(1-3), 222-230.

Marlowe, D. (2016). Increasing access to medication assisted treatment in drug courts. Section 1 in Increasing
access to medication-assisted treatment for opioid addiction in drug courts and correctional facilities and working effectively
with family courts and child protective services. New York, NY: American Association for the Treatment of Opioid
Dependence. Retrieved from https://view.officeapps.live.com/op/view.aspx?sre=http://www.aatod.org/wp-content/
uploads/2016/10/white-paper-3.doc.

Matusow, H., Dickman, S., Rich, J., Fong, C., Dumont, D., Hardin, C., ... Rosenblum, A. (2013). Medication
assisted treatment in US drug courts: Results from a nationwide survey of availability, barriers, and attitudes.
Journal of Substance Abuse Treatment, 44, 473-480.

Miles, M., & Huberman, A. (1984). Qualitative data analysis: A sourcebook on methods. Beverly Hills, CA: Sage
Publications.

124



]OURNAL for Advancing Justice

Miller, J., Griffin, O., & Gardner, C. (2015). Opiate treatment in the criminal justice system: A review of
crimesolutions.gov evidence rated programs. American Journal of Criminal Justice, 41, 70-82.

Mitchell, S. G., Kelly, S. M., Brown, B. S., Reisinger, H. S., Peterson, J. A., Ruhf, A., .... Schwartz, R. P (2009).
Incarceration and opioid withdrawal: The experiences of methadone patients and out-of-treatment heroin users.
Journal of Psychoactive Drugs, 41(2), 145-152.

Molfenter, T., Sherbeck, C., Zehner, M., Quanbeck, A., McCarty, D., Kim, J., & Starr, S. (2015). Implementing
buprenorphine in addiction treatment: Payer and provider perspectives in Ohio. Substance Abuse Treatment &
Prevention Policy, 28(10), 13.

National Sheriffs’ Association and National Commission on Correctional Health Care. (2018). Jail-based medication
assisted treatment: Promising practices, guidelines, and resources for the field. Chicago, IL: National Commission on
Correctional Health Care. Retrieved on December 5, 2018, from https://www.ncchc.org/jail-based-mat.

Nordstrom, B. R., & Marlowe, D. (2016). Medication-assisted treatment for opioid use disorders in drug courts.
Drug Court Practitioner Fact Sheet 11(2). Alexandria, VA: National Drug Court Institute.

Nurco, D., Hanlon, T., & Kinlock, T. (1991). Recent research on the relationship between illicit drug use and
crime. Behavioral Sciences and the Law, 9, 221-242.

Olsen, Y., & Sharfstein, J. M. (2016). Confronting the stigma of opioid use disorder and its treatment. JAMA, 311,
1393-1394.

Peteet, T., & Tobey, M. (2017). How should a health care professional respond to an incarcerated patient’s request
for a particular treatment? AMA Journal of Ethics, 19(9), 894-902.

Pilkinton, P. D., & Pilkinton, J. C. (2014). Prescribing in prison: Minimizing psychotropic drug diversion in
correctional practice. Journal of Correctional Health Care, 20(2), 95-104.

Reisinger, H., Schwartz, R., Mitchell, S., Peterson, J., & Kelly, S. (2009). Premature discharge from methadone
treatment: Patients’ perspectives. Journal of Psychoactive Drugs, 41(3), 285-296.

Rich, J. (2014). Effectiveness of opiate replacement therapy administered prior to release from a correctional
facility. Study completed at the Miriam Hospital. NCT00142935. Retrieved from https://clinicaltrials.gov/ct2/show/
NCT00142935?term=medication+assisted+treatment&recrs=abdef&draw=2&rank=16.

Rich, J., McKenzie, M., Larney, S., Wong, J., Tran, L., Clarke, J., ... Zaller, N. (2015). Methadone continuation
versus forced withdrawal on incarceration in a combined US prison and jail: A randomized, open-label trial.
Lancet, 386(9991), 350-359.

Saloner, B., McGinty, E., Beletsky, L., Bluthenthal, R., Beyrer, C., Botticelli, M., & Sherman, S. (2018). A public
health strategy for the opioid crisis. Public Health Reports, 133(1), 24S-34S.

Saloner, B., Stoller, K., & Barry, C. (2016). Medicaid coverage for methadone maintenance and use of opioid
agonist therapy in specialty addiction treatment. Psychiatric Services, 67(6), 676-679.

Schwartz, R., Jaffe, J., O’Grady, K., Das, B., Highfield, D., & Wilson, M. (2009). Scaling-up interim methadone
maintenance: Treatment for one thousand heroin addicts. Journal of Substance Abuse Treatment, 37(4), 362-367.

Schwartz, R., Jaffe, J., O’Grady, K., Kinlock, T., Gordon, M., Kelly, S., & Ahmed, A. (2009). Interim methadone
treatment: Impact on arrests. Drug and Alcohol Dependence, 103(3), 148V154.

Sonka, J. (2017, July 13). Drug court judge seeks emergency fund for participants in treatment program.
Insider Louisville. Retrieved on March 1, 2018, from https://insiderlouisville.com/metro/drug-court-judge-seeks-
emergency-fund-for-participants-in-treatment-prograny/.

125



As Stated by Criminal Justice Professionals: Perceptions and Barriers Related to Medication-Assisted Treatment

Stein, B. D., Gordon, A. J., Dick, A. W, Burns, R. M., Pacula, R. L., Farmer, C. M., ... Sorbero, M. (2015). Supply
of buprenorphine-waivered physicians: The influence of state policies. Journal of Substance Abuse Treatment, 48(1),
104-111.

Substance Abuse and Mental Health Services Administration. (n.d.). Pocket guide: Medication-assisted treatment
of opioid use disorder (SMA16-4892PG). Rockville, MD: Author. Retrieved on August 22, 2017, from https://store.
samhsa.gov/shin/content//SMA16-4892PG/SMA16-4892PG.pdf.

Substance Abuse and Mental Health Services Administration (2017). Medicaid coverage and financing of medications
to treat alcohol and opioid use disorders (HHS Publication No. SMA-14-4854). Rockville, MD: Author.

Volkow, N. D., Poznyak, V,, Saxena, S., Gerra, G., & UNODC-WHO. (2017). Drug use disorders: Impact of a
public health rather than a criminal justice approach. World Psychiatry, 16(2), 213-214.

Wen, H., Hockenberry, J. M., & Pollack, H. A. (2018). Association of buprenorphine-waived physician supply with
buprenorphine treatment use and prescription opioid use in Medicaid enrollees. JAMA Network Open, 1, on-line.

126



]OURNAL for Advancing Justice

AUTHOR BIOGRAPHIES

Melissa Neal, PhD, is a public health professional who specializes in creating effective criminal justice systems
and healthy communities. She joined Policy Research Associates (PRA) in 2017 as Senior Research Associate, where
she leads communications for the Substance Abuse and Mental Health Services Administration (SAMHSA) GAINS
Center for Behavioral Health and Justice Transformation and has worked on projects involving assisted outpatient
treatment, medication-assisted treatment, early diversion, supporting behavioral health professionals working with
justice populations, and more. She also provides sequential intercept model mapping workshops and train-the-
trainer workshops for PRAs trauma training for criminal justice professionals. Dr. Neal obtained her doctorate in
public health with a concentration in community health from East Tennessee State University. Past work includes
cofounding a not-for-profit, Families Free, Inc., which addresses the needs of families affected by incarceration in
Northeast Tennessee. She has worked in justice reform and program evaluation roles at Planning and Learning
Technologies, the Justice Policy Institute, and Mecklenburg County, NC, where she was the Criminal Justice
Planning Manager for the Department of Criminal Justice Services. She is a commissioner and a member of the board
of directors for the North Carolina Commission on Racial and Ethnic Disparities, and resides in Charlotte, NC.

Lisa Callahan, PhD, is a Senior Research Associate at PRA, where she is involved in research, technical assistance,
and training. She received her PhD from Ohio State University in 1983 and completed a National Institute of Mental
Health (NIMH) postdoctoral program at the University of Wisconsin—-Madisons medical school. Dr. Callahan has
considerable experience providing trauma training and workshops for justice professionals, including treatment court
staff and judges. Dr. Callahan works on many SAMHSA projects at the GAINS Center, including assisted outpatient
commitment, competency to stand trial, best practices in medication-assisted treatment, best practices for psychiatrists
working with justice-involved people in community care, and treatment court collaboratives. Early in her career, she
worked with the Ohio Department of Mental Health in developing and implementing the statewide informed-consent
policy for the state psychiatric hospital system. Current research interests include the impact of Medicaid expansion
on jail recidivism, school safety, treatment courts, and vicarious trauma. She first started working at PRA when it was
founded in 1988 to 1990, directing the NIMH insanity defense study and receiving an NIMH FIRST award to evaluate
conditional release of persons acquitted by reason of insanity in four states. Dr. Callahan has conducted a number of
studies on treatment courts in both the adult and juvenile justice systems, with funding from the National Institute
of Justice, Office of Juvenile Justice and Delinquency Prevention, and the MacArthur Foundation. She has numerous
publications on topics central to her research and experience. Dr. Callahan is faculty for the National Drug Court
Institute and the National Judicial College. She is professor emerita from the Sage Colleges, where for 18 years she
taught courses in juvenile and criminal justice, mental health, and research methods, and established the Master of
Science in Forensic Mental Health program, one of the first in the country.

Chanson Noether, MA  is a Program Area Director at PRA. In this capacity, Mr. Noether oversees all justice-
focused and recovery-oriented research, evaluation, training, and technical assistance initiatives for PRA. Mr. Noether
also serves as the Director of SAMHSAs GAINS Center for Behavioral Health and Justice Transformation, where he
oversees all training and technical assistance activities for the Center, including the How Being Trauma-Informed
Improves Criminal Justice System Responses training initiative. As former codirector of SAMHSAS Statewide Family
and Consumer Networks Technical Assistance Center, Mr. Noether oversaw the technical assistance and support
provided to grantees of both the Statewide Family Network and Statewide Consumer Network grant programs. Mr.
Noether has also served as project director for several other initiatives at PRA, including the NIMH-funded Suicide
Prevention for Justice System Gatekeepers training program and SAMHSAs groundbreaking Women, Co-occurring
Disorders and Violence Study. Mr. Noether received his master’s in Community Psychology and Counseling from
Sage Graduate School in Albany, NY. He has authored numerous peer-reviewed articles and publications and
presents frequently at a variety of national meetings and conferences. Mr. Noether is also an adjunct professor for
research and evaluation at Russell Sage College in Albany, NY. His research and practice interests include criminal/
juvenile justice, children and families, trauma and peer integration, as well as training and program evaluation.

127



As Stated by Criminal Justice Professionals: Perceptions and Barriers Related to Medication-Assisted Treatment

Erika lhara, MA, MS, is a Project Associate at PRA, providing support to the activities of SAMHSAs GAINS
Center for Behavioral Health and Justice Transformation. She has experience in educational program coordination,
project management, data collection, and teaching through previous positions with the University at Albany (SUNY)
School of Public Health Cardiac Quality Improvement Initiative, New York University School of Medicine, SUNY
Empire State College, Institutional Investor Magazine, Parsons School of Design at The New School, and Saint Ann’s
School in Brooklyn, NY. She received her Master of Science in Educational Administration and Policy Studies from
the University at Albany (SUNY), Master of Arts in Art History from the University of California, Irvine, and Bachelor
of Arts in Liberal Arts from the University of Chicago.

Acknowledgments

The data used for this study were gathered through two federally funded projects in which the authors were
directly involved. Policy Research Associates, Inc. obtained permission to conduct an independent analysis. The
statements and opinions in this article are those of the participants or authors and do not represent the official
positions of any federal agencies. The participants are not named in order to protect their privacy.

The authors express their sincere appreciation to the participants in the expert panels and the semistructured
interviews for their information and reflections on the perceptions and barriers to implementation of MAT in
criminal justice settings.

Conflict of Interest Attestation
The authors declared no potential conflicts of interest with respect to the research, authorship, and/or publication
of this article.

Correspondence

Please address correspondence concerning this article to:
Dr. Melissa Neal

Policy Research Associates, Inc.

345 Delaware Avenue

Delmar, NY 12054

Email: mneal@prainc.com

128



EDITOR’S NOTE

]OURNAL for Advancing Justice

Introduction to Two Cases That Will Make a Difference

n the landmark case of Robinson v. California (1962),

the United States Supreme Court held that a statute

criminalizing drug addiction amounted to cruel
and unusual punishment prohibited by the Eighth
Amendment to the U.S. Constitution. Although states
were free to criminalize the use, possession, sale, or
manufacture of illicit drugs, they could not punish
persons for having a medical disease or condition. The
opinion raised more questions than it answered:

1. 1, as the Court concluded, addiction is a chronic
neurological disease characterized by an extreme
compulsion to use drugs, then at what point, if any,
does use or possession reflect a symptom of the
illness rather than punishable misconduct?

2. If addiction is a debilitating and life-threatening
disease, at what point, if any, does the State incur
an obligation to treat persons under its control who
are suffering from that illness, such as prisoners or
jail inmates?

Six years later, in Powell v. Texas (1968), the Supreme
Court declined to answer these questions, concluding
that medical science had not advanced sufficiently to
know whether, and under what circumstances, addiction
overcomes one’s conscious will to resist drugs. Moreover,
the Court concluded that because there were no generally
effective treatments at the time for alcohol or drug
addiction, states could rationally rely on the criminal
justice system to deal with substance-involved crime
rather than focusing on treatment or civil commitment.

Little changed for the next 50 years. State and federal
governments were free to criminalize the use and

possession of illicit drugs (witness the War on Drugs) or
experiment at their discretion with diversion programs
like drug courts. Jails and prisons were under no mandate
to treat addiction, except perhaps when necessary to
avoid wanton pain or discomfort from withdrawal (e.g.,
Davis v. Carter, 2006; Pace v. Fauver, 1979). Even pretrial
detainees, who are presumed to be innocent until
proven guilty, could in many cases be denied or taken off
addiction medications for mere purposes of institutional
efficiency (e.g., Fredericks v. Huggins, 1983; Inmates v.
Pierce, 1979).

Until now. Spurred, in no small part, by the opioid crisis
and recent advancements in neuroscience, appellate
courts are reconsidering the blurry line between sickness
and malfeasance, and whether a fundamental right to
treatment attaches at some point along that shadowy
continuum. Rejecting the notion that addiction robs
persons of free will to control their actions, but nevertheless
requiring state and federal governments to offer effective
treatment where indicated, some courts appear to be
embracing a philosophy emphasizing both accountability
and treatment—the hallmark of drug courts. And no
longer abiding blanket assumptions or stereotypes about
addiction, these courts are demanding fact-sensitive
inquiries concerning best practices in each case, guided by
scientific knowledge and clinical expertise—yet another
defining ingredient of drug courts.

In the case note that follows, a drug court scholar and

seasoned jurist reviews recent cases heralding this new

line of jurisprudence and considers the implications of

these decisions for drug courts and other criminal justice
programs.

—Douglas B. Marlowe, JD, PhD

Editor in Chief
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Two Cases That Will Make a Difference

Judge William G. Meyer (ret.)
Judicial Arbiter Group, Inc.

INTRODUCTION

ince the advent of drug courts in 1989, there

has been enduring growth in both the number

of courts and a concomitant development of
case law addressing drug court issues.! However,
virtually all of the case law has keyed on operational
procedures,? with virtually no case law focusing on
addiction’® and treatment.* Two recent cases, neither
from a drug court, both out of Massachusetts, have
squarely confronted drug court concerns—using
rationality, practicality, and the law to reach their
conclusions.

In Commonwealth v. Eldred (2018),> the Massachusetts
Supreme Court addressed whether abstinence from
illegal drugs is a valid probation condition for a
defendant diagnosed with a substance use disorder

(SUD), and the potential legal consequences resulting
from a probation violation for illegal drug use. In
Pesce v. Coppinger (2018),° the Federal District
Court for the District of Massachusetts analyzed the
Americans with Disabilities Act (ADA)” and the U.S.
Constitution’s Fighth Amendment through the Civil
Rights Act® to determine whether an opioid-addicted
offender in active recovery, with the assistance of
methadone, was entitled to such medication during
his or her mandatory minimum incarceration
sentence of 60 days.’

This article will address first the factual background,
any significant procedural aspects of the cases, each
courts holdings, and the potential ramifications for
problem-solving courts.

! Douglas B. Marlowe, Carolyn D. Hardin, and Carson L. Fox (2016), Painting the current picture: A national report on drug court & other problem-solving courts in
the United States (Alexandria, VA: National Drug Court Institute) pp. 13, 34, retrieved from https://www.ndci.org/wp-content/uploads/2016/05/Painting-the-Current-
Picture-2016.pdf; William G. Meyer, Constitutional and other legal issues in drug court (2018), webliography found at https://www.ndci.org/law-2-2/

* See, e.g., Hanas v. Inner City Outreach Program, 542 E Supp. 683 (E.D. Mich.) (drug court program manager civilly liable for 42 U.S.C. § 1983 violation of the
establishment clause for forcing defendant into objected to faith-based program); Malone v. State, 2012 Ark. App. 280 (upholding association probation restriction in drug
court program); Tate v. State, 313 P3d 274 (Okla. Crim. 2013) (mental health courts, like drug courts, require due process upon termination from program including
hearing, notice, right to counsel, cross-examination, etc.); State v. LaPlaca, 27 A.3d 719 (N.H. 2011) (waiver of termination hearing in drug court contract upon entry is
unenforceable); State v. Brookman, 460 Md. 291, 190 A.3d 282 (2018) (as a matter of due process, defendant is entitled to hearing if he/she denies the basis for imposition
of sanction in drug court); In re O.E, 773 N.W.2d 206 (N.D. 2009) (imposition of drug court sanctions did not bar a subsequent prosecution and conviction for the

identical conduct upon which the sanctions were based).

? See, e.g., State v. Stewart, No. W2009-00980-CCA-R3-CD (Tenn. Crim. App. 8-18-2010) (Not Selected for Official Publication) (the drug court program explicitly
recognizes that alcohol and drug addiction “is a chronic, relapsing condition,” that “many participants [will] exhibit a pattern of positive urine tests,” and expressly
contemplates that many participants will experience periods of relapse “[e]ven after a period of sustained abstinence”).

* See, e.g., Evans v. State, 667 S.E.2d 183, 183 (Ga. Ct. App. 2008) (because defendant’s condition constituted a medical management problem due to his AIDS, it was not
a denial of equal protection or a violation of ADA to refuse him admittance to drug court); Watson v. Commonwealth, Civil No. 15-21-ART (E.D. Ky. 2015) (federal court
abstains from contention that requiring proof of professional approval to use MAT violates the ADA, the Rehabilitation Act, the Equal Protection and Due Process Clauses of
the United States Constitution).

5 Commonwealth v. Eldred, 480 Mass. 90 (2018).

© Pesce v. Coppinger, Civil Action 18-11972-DJC (D. Mass. Nov. 26, 2018), available at https://scholar.google.com/scholar_
case?case=7883918426999187938&q=pesce+v+coppinger&hl=end&ras_sdt=4,147. Since the Pesce opinion, the federal district court of Maine in Smith v. Aroostook,
1:18-cv-352-NT (D. Me. March 27, 2019) granted a preliminary injunction against a jail using a similar rationale and citing Pesce, where the detention facility refused

to provide the defendant MAT (buprenorphine) during the defendant’s 40 days of incarceration. Case retrieved from https://www.courtlistener.com/recap/gov.uscourts
med.54793/gov.uscourts.med.54793.116.0.pdf. The Smith v. Aroostook case was affirmed by the First Circuit Court of Appeals in Smith v. Aroostook, No. 19-1340 (1st
Cir. April 30, 2019 ), retrieved from https://scholar.google.com/scholar_case?case=9190888879011053716&q=Aroostook&hl=en&scishd=2&as_sdt=4,82,84,89,94,95,10
5,119,145,147,152,157,158,379

" Americans with Disabilities Act 42 U.S.C. § 12101 et. seq. (2006).

542 U.S.C. § 1983; a plaintiff has no direct cause of action under the Constitution, but must use the Civil Rights Act, 42 U.S.C. § 1983 to vindicate a constitutional wrong.
Azul-Pacifico, Inc. v. City of Los Angeles, 973 F2d 704, 705 (9th Cir. 1992).

? The length of incarceration does not govern the result here. What is determinative is the deprivation of medication-assisted treatment (MAT) during the period of
incarceration.
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Commonwealth v. Eldred

Julie Eldred admitted to a factual basis for felonious
larceny, a crime fueled by her addiction to heroin.
Adjudication was deferred, and Ms. Eldred was
granted probation and required to remain drug
free, submit to random drug tests, and attend
outpatient drug treatment three times per week.
Within several days, Ms. Eldred tested positive for
fentanyl.'* After her probation officer recommended
that Ms. Eldred go to an inpatient program, and
she refused, a probation detention hearing was
held on her violation of the drug free condition
of her probation. After a hearing, probable cause
was found, and Ms. Eldred was detained awaiting a
placement at an inpatient facility."

During the proceedings, Eldred admitted she
used fentanyl, but asserted she was incapable of
remaining drug free because she was diagnosed
with an SUD. Arguing various constitutional
prohibitions, the defendant moved to vacate
the drug free condition of her probation; and
subsequently, the finding that she “willfully”
violated her probation. The trial court denied her
motions but reported or certified the matter to the
appellate court for review.

The Massachusetts Supreme Court, as part of its
general supervisory court authority, determined
that the matter was of significant magnitude and
ripe for resolution. The Supreme Court reframed
three questions for review:!?

1. Where a person who committed a crime is
addicted to illegal drugs, may a judge require
that person to abstain from using illegal drugs
as a condition of probation?

2. Ifthat person violates the “drug free” condition
by using illegal drugs while on probation, can
that person be subject to probation revocation
proceedings?

3. Additionally, at a detention hearing, if there is
probable cause to believe that a person with a

“drug free” condition of probation has violated
that condition by using an illegal drug, may
that person be held in custody while awaiting
admission into an inpatient treatment facility,
pending a probation violation hearing?

The Massachusetts Supreme Court answered
all three questions in the affirmative. The court’s
overview revealed that it was well-versed in the
issue of offenders with SUD:"

“The circumstances of the defendants case
exemplify why the imposition of a drug free
condition of probation and the enforcement
of such condition are permissible within
the confines of the probation process. From
crafting special conditions of probation to
determining the appropriate disposition for
a defendant who has violated one of those
conditions, judges should act with flexibility,
sensitivity, and compassion when dealing with
people who suffer from drug addiction. The
rehabilitative goals of probation, coupled with
the judge’s dispositional flexibility at each stage
of the process, enable and require judges to
consider the unique circumstances facing each
person they encounter—including whether
that person suffers from drug addiction. This
individualized approach to probation fosters
an environment that enables and encourages
recovery, while recognizing that relapse is part
of recovery.”

The court then went on to analyze the probative
condition, the probation revocation, and the
dispositional issues presented.

The “Drug Free” Condition of Probation
Initially, the court observed that probation
conditions should serve both the rehabilitation
needs of the offender and the safety concerns of
the community. For authority, the court cited
its own Standing Committee Standards on

19 Fentanyl is a synthetic opioid 80 to 100 times more powerful than morphine; https:/www.dea.gov/factsheets/fentanyl. The staggering increase in opiate overdose deaths
is frequently attributed to fentanyl. See https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates

' Ms. Eldred was placed in inpatient treatment 10 days later, when a bed became available.

12 Commonwealth v. Eldred, 480 Mass. at 94.

5 Commonwealth v. Eldred, 480 Mass. at 94-95.
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Substance Abuse, which created a framework that
would “promote public safety, provide access to
treatment, protect due process, reduce recidivism,
[and] ensure offender accountability” One of
the standards requires courts to “specifically and
unambiguously prohibit the party from all use
of alcohol and illicit drugs,” when that person’s
substance use has been a factor in the case. Citing
numerous Massachusetts cases, the court found that
an abstinence condition of probation was proper
because it was reasonably related to probationary
goals. In particular, the “drug free” condition in
Ms. Eldred’s case promoted the rehabilitative goals
of probation through facilitating treatment and
promoting public safety—both germane because
the defendant admitted her larcenous behavior was
motivated by her desire to obtain drugs.

Ms. Eldred maintained that because she is drug-
addicted, the probation condition constitutes cruel
and unusual punishment when the inevitable
relapse occurs. First, the court observed that any
consequences for illegal drug use, including a
probation revocation or modification, are linked to
the underlying crime, and thus not attached to the
relapse. The court rejected the defendant’s proffered
science that she was unable to comply with the
“drug free” condition as inadequately developed
in the trial court below.’* The court rebuffed any
notion that the “drug free” probation condition was
based upon some outdated concept of morality, and
recognized that the abstinence probation condition
was grounded in the actuality that the defendant’s
crime was committed to support her drug use.

Probation, Detention, and Violation
Hearings

In Massachusetts, as in most states, probation
violation processing is divided into two parts.
First, there is the detention hearing, in which the
prosecution must prove there is probable cause
to believe that the defendant has violated the
terms of probation; and if proven, an assessment
of whether the defendant should be detained
pending the probation revocation hearing. Second
is the probation violation hearing itself, which

]OURNAL for Advancing Justice

includes the adjudication phase, wherein the court
determines whether by a preponderance of the
evidence the defendant willfully violated the terms
of probation. If proven, the court must decide
whether to revoke probation, modify probation, or
sentence the offender on the original charge.

The defendant challenged the trial court’s order of
detention after the probable cause determination
that Ms. Eldred violated the drug free condition of
her probation. The Massachusetts Supreme Court
reflected on the trial court’s challenging decision
on detention:"

“Trial court judges, particularly judges in
the drug courts, stand on the front lines of
the opioid epidemic. Judges face unresolved
and constantly changing societal issues
with little notice and, in many situations,
without the benefit of precedential guidance.
In circumstances where a defendant is
likely addicted to drugs and the violation in
question arises out of the defendant’s relapse,
judges are faced with difficult decisions that
are especially unpalatable. This is particularly
true at a detention hearing where a judge
must decide whether the defendant should
be detained prior to a final violation hearing.
The core of this dilemma is that although
probation violations often arise out of a
defendant’ relapse, we recognize that relapse
is part of recovery. See Standards on Substance
Abuse, supra at 5 (“Treatment does not always
work the first or even the second time, [and]
relapse should not be a cause for giving up on
a substance abuser”). To achieve this delicate
balance, judges must have the authority to
detain a defendant facing a probation violation
based on illicit drug use pending a final
violation hearing for the safety of the defendant
and the community. See Rule 5 of the District/
Municipal Court Rules for Probation Violation
Proceedings. Such decisions should be made
thoughtfully and carefully, recognizing
that addiction is a status that may not be
criminalized. See Robinson v. California, 370

'* See the subsection following on the court’s disposition of the free will versus neurodeterminism arguments.

15> Commonwealth v. Eldred, 480 Mass. at 99.
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U.S. 660, 666 (1962) (unconstitutional to
criminalize status of addiction). But judges
cannot ignore the fact that relapse is dangerous
for the person who may be in the throes of
addiction and, often times, for the community
in which that person lives.”

The Supreme Court perceived that the defendant
was particularly vulnerable: having tested
positive for fentanyl the Friday before a holiday
weekend; having no home support network; and
having previously refused an inpatient bed. The
Massachusetts high court approved of the trial
courts decision holding that upon a probable
cause determination of the probation violation,
stabilization through detention, pending an
inpatient bed, was warranted until the violation
hearing.

The defendant advanced at the trial court and on
appeal that her violation was not willful, because
she had an SUD.'® The Supreme Court rejected the
amicus briefs’ arguments on the free will versus
neurodeterminism issue, holding that the trial
court record was insufficient to overrule the trial
courts determination that Eldred willfully used
fentanyl:'”

“Although the appellate record before this
court is inadequate to determine whether
SUD affects the brain in such a way that
certain individuals cannot control their drug
use, based on the evidence presented to the
judge who conducted the violation hearing,
that judge did not abuse her discretion in
concluding that there was a willful violation
of the defendants drug free probationary
condition. The affidavits submitted by the
defendant in support of her position that her

violation was not willful because SUD affects
the brain in such a way that certain individuals
cannot control their drug use did not require
the judge to accept her argument. We conclude
that, based on the evidence presented at the
violation hearing, the judge did not err in
concluding that the defendant violated the
drug free condition of her probation by testing
positive for fentanyl.”

Based upon the proof of the probation violation
condition, the trial court modified the defendants
probation to include a period of inpatient treatment.
Defendant did not appeal this disposition. In
affirming the trial court, the Supreme Court noted
the exemplary actions of the probation department
and trial court because they “embodied the flexibility,
sensitivity and thoughtfulness in furtherance of the
overreaching goal of probation to rehabilitate, rather
than incarcerate, whenever possible, while fulfilling
their duty to protect the public.”

Pesce v. Coppinger

In this civil action,’ plaintiff Geoffrey Pesce
requested the Massachusetts Federal District Court
issue a preliminary injunction'® compelling the
Essex County Correctional Facility to provide him
with access to his physician-prescribed methadone
to treat his opioid addiction. Initially, Judge Denise
Casper found that plaintiff had struggled with
opiate addiction for several years. Mr. Pesce had
overdosed on opioids at least six times, and on
several occasions paramedics had administered
naloxone to revive him. Plaintiff had enrolled in
four detoxification programs and had taken both
buprenorphine and naltrexone to address his
addiction. Neither of these medications produced
long-term sobriety. In December of 2016, Mr.
Pesce began a course of methadone and behavioral

' On appeal, opposing amicus briefs were filed by the leading authorities on addiction in the country. These briefs constitute a classic debate between Calvin, St. Augustine,
and Descartes under the umbrella of neuroscience. In all seriousness, if the reader wants to be informed of the current state of the science and the discord between the pre-
eminent scientists in the field, the author recommends the amicus briefs. The National Association of Drug Court Professionals filed an amicus brief arguing: (1) graduated
sanctions, including brief periods of incarceration for positive drug tests are an appropriate and effective treatment for SUDs, and (2) individuals suffering from SUD retain

the ability to exercise free choice.

7 Commonwealth v. Eldred, 480 Mass. at 104.

'8 Pesce v. Coppinger, Civil Action 18-11972-DSC (D. Mass. Nov. 26, 2018), retrieved from https://scholar.google.com/scholar_

case?case=7883918426999187938&q=Pesce+v.+Coppinger&hl=en&as_sdi=4006

19 A preliminary injunction is an extraordinary intermediate remedy where the proponent has to prove: (1) probable success on the merits; (2) likelihood of irreparable
harm if the injunction is not granted; (3) the balance of the equities favor granting the injunction; and (4) granting the injunction is in the public interest. Winter v. Natural
Resources Defense Council, Inc., 555 U.S. 7, 20 (2008). The movant has the burden of establishing that the four factors clearly weigh in favor of granting the injunction.

‘Winter, supra at 22.
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therapy, and at the time of the injunction hearing
(November 2018), was in active recovery. While
undergoing his medication-assisted treatment
(MAT), he was working, contributing financially to
his family, and spending time with his son. During
the methadone-assisted treatment, Mr. Pesce’s
random urine screens had been negative and he
was faithfully attending his treatment sessions.
Mr. Pesce’s doctor opined that Mr. Pesce was not
ready to taper off methadone, and if required to
do so, Mr. Pesce would likely no longer remain in
remission. Mr. Pesce’s physician testified that Mr.
Pesce’s tolerance for opioids would be significantly
reduced if he were to go off MAT, and that the
physician had seen numerous patients relapse,
overdose, and die after being denied MAT during
incarceration. Judge Casper also recounted the
statistics regarding opioid use disorder, including
the rising national and Massachusetts death tolls
from opioid overdoses.

Before his current period of sobriety, Mr. Pesce
picked up two charges, both of which were
pending, and if convicted, would require Mr. Pesce
do at least 60 days at the Essex County Correctional
Facility at Middleton. Middleton does not permit
MAT to opioid-addicted inmates and requires
forced withdrawal under medical supervision.

Because his incarceration was imminent, Mr. Pesce
moved the Federal District Court for a preliminary
injunction asserting that the correctional facility’s
denial of access to methadone treatment violated
Title 1T of the ADA and constituted cruel and
unusual punishment under the Eighth Amendment
to the United States Constitution.

The ADA Claim

Quoting the ADA, the court stated: “No qualified
individual with a disability shall, by reason of such
disability, be excluded from participation in or
be denied the benefits of the services, programs,
or activities of a public entity, or be subjected to
discrimination by any such entity.”*® The parties

242 U.S.C. §12132 (2006).

! Kinman v. New Hampshire Dept. of Corrections, 451 E3d 274, 285 (1st Cir. 2006)

]OURNAL for Advancing Justice

did not dispute that Mr. Pesce’s opioid use
disorder made him a “qualified individual with
disabilities” under the ADA. Relying on Kinman
v. New Hampshire Dept. of Corrections (2006),
the defendants asserted that mere disagreement
with reasoned medical judgment was not
sufficient to state a disability discrimination claim.
Effortlessly distinguishing defendants’ authority,
Judge Casper remarked that Kinman involved an
individualized assessment of the inmate, whereas
here the correctional facility had a blanket ban on
MAT for opioid addiction. Citing Kinman, Judge
Casper observed that medical decisions based on
stereotypes of the disabled, rather than individual
assessments, may be considered discriminatory.*!

Judge Casper recognized that defendants raised
legitimate safety and security reasons for prohibiting
opioid-based medication treatment in correctional
facilities. However, the defendants’ concerns were
generalized—Judge Casper noted that many jails
and prisons in the United States, and at least two
in Massachusetts, safely administer methadone in
their facilities.

Pronouncing a $1.5 million grant from Health &
Human Services for providing Vivitrol (extended-
release, injectable naltrexone) to inmates with SUD
upon release from incarceration, the defendants
asserted they had a well-regarded correctional
addiction treatment program. While conceding that
courts are extremely reluctant to debate adequacy
of jail treatment or second-guess informed medical
judgments,*” Judge Carter found that defendants’
proposed treatment program for Pesce had
previously been ineffective and could place him at
higher risk for relapse and overdose.

Concluding that the correctional policy of
excluding methadone-assisted treatment for Pesce
was either arbitrary and capricious or facially
discriminatory, Judge Casper held that Pesce was
likely to succeed on his disability discrimination
claim under the ADA.

22 The court cited Graham ex rel Graham v. County of Washtenaw, 358 E3d 377 at 385 (6th Cir. 2004).
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The Eighth Amendment Claim

To establish his Eighth Amendment cruel and
unusual punishment claim, petitioner had to prove
deliberate indifference to inadequate or delayed
medical care.”? Proof of deliberate indifference
mandates: (1) an objective finding that the inmate
had a serious medical condition and (2) the jail,
while subjectively aware of the serious medical
condition, consciously disregarded the inmate’s
medical needs.** Judge Carter found that plaintiff
would likely be able to satisfy the objective prong
because “the treatment he would be denied has
been documented as the only adequate treatment
for his opioid use disorder.”*

Addressing the second prong of the Eighth
Amendment cruel and unusual punishment test,
the court found that the correctional facility’s
blanket policy of a methadone treatment ban,
without even assessing or considering Mr. Pesce’s
individual condition, his course of treatment,
his doctors medical recommendation, and the
opinions of his prior treatment professionals,
constituted a conscious disregard for Mr. Pesce’s
personal medical needs.

Again, Judge Carter distinguished the defendants’
authority because these cases were not based on
the individualized assessments of the inmates
or were based upon inmate statements without
corroborating medical and factual support. Here,
Mr. Pesce presented sufficient evidence to satisfy
the deliberate indifference standard that prison
officials were denying “recommended treatment by
medical officials.”?® The court found that Mr. Pesce
would probably prevail on his cruel and unusual
punishment claim under the Eighth Amendment.

the likelihood of

Mr. Pesce also established

23 Estelle v. Gamble, 429 U.S. 97, 104 (1976).

irreparable harm because he had a high risk
of overdose upon release without methadone
treatment in jail—the court found that the overdose
death rate for jail releasees is 120 times higher
than for the rest of opioid-involved offenders.
Furthermore, the court found the balance of the
equities (harms) and the public interest would
be served by requiring that “Pesce receives the
medically necessary treatment that will ensure he
remains in active recovery.”

The court granted the preliminary injunction
requiring the Essex County Correctional Facility
provide him with the medically prescribed
methadone necessary for his treatment and
sustained abstinence.

GUIDANCE FOR DRUG
COURTS FROM ELDRED

In Eldred, the Massachusetts Supreme Court was
fully justified in characterizing the trial court’s and
probation department’s action as exemplary. Both
the trial court and probation department adhered
to strict due process protections and appropriate
therapeutic responses to Ms. Eldred’s violation of
the abstinence probation condition.

First, the trial court accorded Ms. Eldred a probable
cause determination hearing on the probation
violation and did not consider the issue of detention
until the evidence satisfied that standard. As required
by the U.S. Constitution, the preliminary probable
cause hearing was promptly held.”

Second, after finding there was sufficient evidence
to establish probable cause that defendant violated
her probation, the trial court looked at a variety
of factors in determining whether detention was
appropriate:*®

2 Farmer v. Brennan, 511 U.S. 825, 827 (1994). Using controlling First Circuit authority, Judge Carter framed the second subjective prong as: the defendants acted with
intent or a wanton disregard when providing inadequate medical care. Perry v. Roy, 782 E3d 73, 79 (Ist Cir. 2015).

» Courts have found that forced withdrawal from methadone presents objectively a serious medical need. Foelker v. Outagamie, 394 E3d 510, 513 (7th Cir. 2005); Mayo v.

County of Albany, 357 E Appx. 339, 341-42 (2nd Cir. 2005).

> Alexander v. Weiner, 841 E Supp. 2d 486, 493 (D. Mass. 2012).

27U.S. v. Santana, 526 E3d 1257, 1259 (9th Cir. 2008), acknowledging defendant’s constitutional right to a prompt preliminary hearing in a probation revocation
proceeding, citing Gagnon v. Scarpelli, 411 U.S. 778, 782 (1973) and Morrissey v. Brewer, 408 U.S. 471, 485 (1972); see also Fowler v. Cross, 635 E2d 476 (5th Cir. 1981)
(denying qualified immunity and finding civil liability for denial of a prompt preliminary hearing in probation revocation).

2% Commonwealth v. Eldred, 480 Mass. at 98-99.
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1. Probationer’s criminal record;
The underlying offense;

3. Any new offense the defendant has been
charged with;

4. The nature of the violation;

5. Likelihood of reappearance, if released on
bond; and

6. Probability of incarceration, if a probation
violation is found.

The trial court concluded that the most appropriate
disposition was inpatient treatment, pending final
disposition of the revocation petition. Because
a bed was not available, there was an upcoming
holiday weekend, and defendant had admitted
fentanyl use and lacked a family support system,
the court ordered detention pending inpatient
bed availability.® The defendant was placed in an
inpatient bed within ten days, and a probation
hearing was held thereafter.

Third, after the defendant was found at a revocation
hearing to be in violation of her probation, the
courts response was consistent with the National
Association of Drug Court Professionals Adult Drug
Court Best Practice Standards:>

“If a Drug Court imposes substantial sanctions
for substance use early in treatment, the team is
likely to run out of sanctions and reach a ceiling
effect before treatment has had a chance to take
effect. Therefore, Drug Courts should ordinarily
adjust participant’s treatment requirements in
response to positive drug tests during the early
phases of the program. Participants might,
for example, require medication, residential
treatment  or  motivational-enhancement
therapy to improve their commitment to
abstinence.” (Citation omitted)?!
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The trial court reprobated Ms. Eldred, adding the
inpatient treatment probation condition. Thus, the
trial court and probation department followed the
highest legal and therapeutic standards in dealing
with Ms. Eldred’s fentanyl use.

The Massachusetts Supreme Court deferred on the
issue of whether drug usage by an offender with
SUD sufficiently destroys the offender’s free will or
whether addiction creates such a compulsion to
use illegal drugs as to negate culpability or choice.
Obviously, such a determination is factually laden,
and the record was not sufficiently developed
for the trial court to make a decision or for the
appellate court to review same. In all probability,
the issue will be reasserted in other jurisdictions,
thereby requiring other trial courts to determine
the question based upon a full record, which will
be reviewed by the appellate courts.

Binding  precedent on the free  will/
neurodeterminism debate could impact how
drug courts handle offender accountability for
noncompliance with an abstinence condition of
probation. The field awaits future guidance from
the courts.

IMPLICATIONS FOR DRUG
COURTS FROM PESCE

Over the last 50 years, there has been a smattering
of cases dealing with access to and ramifications of
using methadone as part of the treatment regimen
for addiction. In New York City Transit Authority v.
Beazer, 440 U.S. 568 (1979), the transit authority
in New York City refused to employ persons who
used methadone as part of their treatment for
opioid addiction. The court ultimately determined
that the transit authority’s no-hire policy was
neither discriminatory under Title VII of the
Civil Rights Act® nor a denial of equal protection

#> Compare the courts studied assessment of detention after a probable cause determination based on stability needs of the individual and protection of the community in
this case with Hoffman v. Jacobi, 894 E3d 836 (7th Cir. 2018) (where the drug court judge and many members of the drug court team were sued for imposing detention on
defendants awaiting inpatient beds and/or indefinite detention, without a probable cause hearing or a detention hearing). The actions of the federal court closed the drug

court and ultimately resulted in the resignation of the judge.

** National Association of Drug Court Professionals (2013), Adult Drug Court Best Practice Standards (Vol. I, p. 31). Alexandria, VA: Author. Retrieved from https://jpo.

wrlc.org/bitstream/handle/11204/3678/Volume %201. pdf?sequence=3&isAllowed=y.

°1 Of course, as the Standards make clear, any therapeutic adjustments must be based upon a clinical determination, not judicial fiat. Id.

*42U.5.C. § 1981 and 42 U.S.C. § 2000e.
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under the Constitution. Initially, the court found
that defendant Beazers statistical proof was
lacking because it failed to establish that African
Americans and Hispanics were disproportionately
discriminated against because of the policy or that
racial animus motivated the no-employment rule.”
The court also held that there was a rational basis
for the transit authority to differentiate between
methadone users and other transit employees.
Thus, the refusal to employ individuals who used
methadone-assisted treatment was upheld.

As it relates to the criminal justice system, a few
federal courts have permitted MAT (invariably
methadone), for pretrial detainees, if methadone
was legally prescribed before their incarceration.”
The legal rationale justifying such decisions
was the due process clause of the Fourteenth
Amendment, because the refusal to supply
legally prescribed methadone implicates a liberty
interest when dealing with a pretrial detainee.”
However, subsequent cases held that even initial
jail MAT administration for detainees was subject
to discontinuance.’® Other cases held that
forcing pretrial detainees to undergo mandatory
“cold turkey” withdrawal from their methadone
maintenance therapy was not unconstitutional.’”
For those convicted inmates, the burden was
even higher—demanding proof of deliberate
indifference to the inmates’ medical needs.*® Thus,
offenders had to establish objectively a serious
medical condition and that the prison guards or

 New York City Transit Authority v. Beazer, 440 U.S. 568, 586-87 (1979).

employees knew of the condition and consciously
disregarded or ignored the serious medical need.”

There are at least two distinguishing features of
the Pesce decision from the prior MAT access
decisions in correctional facilities litigation.
First, virtually all of the past criminal justice
MAT deprivation decisions, whether based on a
Fourteenth Amendment due process deprivation
argument or the Eighth Amendment cruel and
unusual punishment assertion, were after the
fact—meaning the harm had already been caused
and the plaintiffs were suing to vindicate their
constitutional rights under 42 USC § 1983. Here,
Mr. Pesce was requesting injunctive relief*—to
obtain a determination of his right to methadone
treatment pre-incarceration. Legally, Mr. Pesce’s
burden was much greater because he had to
establish the four factors favoring a preliminary
injunction, plus his legal entitlement under the
Eighth Amendment and/or the ADA.*' Second,
although several groups have advocated for MAT
in correctional facilities citing the ADA,* Pesce is
the first case this author is aware of that has used
and adopted the ADA as the rationale for inmate
access to MAT.*?

As for implications for drug courts, Pesce may
convey a message to jails and prisons that blanket
prohibitions against MAT for inmates and detainees
are no longer constitutionally or statutorily

** See Norris v. Frame, 585 F2d 1183, 1188 (3rd Cir. 1978) (pretrial detainee receiving prescribed methadone before incarceration stated a cause of action for deprivation
of a liberty interest without due process). Cudnik v. Kreiger, 392 E Supp. 305 (N.D. Ohio 1974).

> Norris v. Frame, 585 F2d at 1187-88

* Inmates v. Pierce, 612 F2d 754 (3rd Cir. 1979) (not unconstitutional to titrate individual off prescribed methadone—even a pretrial detainee).

°7 Fredericks v. Huggins, 711 E2d 31 (4th Cir. 1983), although some subsequent cases have noted that such a procedure states a 42 U.S.C. § 1983 claim. See Idyle v. North

Carolina Dept. of Corrections, No. 5:12-CT-3190-FL (E.D.N.C. Feb. 4, 2014).

* See, e.g., Davis v. Carter, 452 E3d 686, 695-96 (7th Cir. 2006); Alvarado v. Westchester County, 22 E Supp. 3d 208, 216-17 (S.D.N.Y. 2014).

% Estelle v. Gamble, 429 U.S. 97, 104 (1976).

40

The author could not find any other case on the issue where a sentenced offender sought injunctive relief for MAT while in custody. In 1974, Cudnik v. Kreiger, 392 E

Supp. 305 (N.D. Ohio, 1974) granted an injunction permitting MAT for pretrial detainees. In Pace v. Fauver, 479 E Supp. 456 (D. N.J. 1979) the court summarily denied a
preliminary injunction requesting access to alcohol treatment for convicted offenders at Rahway State Prison.

# See note 18.

* Legal Action Center (2011), Legality of denying access to medication assisted treatment in the criminal justice system (2011), retrieved from https:/lac.org/wp-content/
uploads/2014/12/MAT_Report_FINAL_12-1-2011.pdf; Akin Gump Strauss Hauer & Feld LLP (2018), A legal right to access to medications for the treatment of opioid use
disorder in the criminal justice system (Baltimore, MD: Johns Hopkins Bloomberg School of Public Health), retrieved from https://americanhealth.jhu.edwsites/default/files/
inline-files/Initiative_Memo_Opioids_012319_0.pdf

+ See note 6 supra, discussing Smith v. Aroostook, a Maine federal district court opinion announced March 27, 2019, following the same rationale as Pesce and citing same.
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acceptable. Following the same ADA rationale and
preceding the Pesce opinion, the Department of
Justice has begun sending inquiry letters to prisons
informing them that individuals with opioid use
disorders are protected under the ADA, and it is a
violation of the disability laws to deny individuals
MAT for opioid addiction if the individuals were
receiving such treatment pre-incarceration.** If
your jails and prisons do not permit MAT, especially
for opioid addiction, maybe now is a good time to
bring this authority to their attention.

FINAL THOUGHTS

The author was tempted to caption this article
“One if by land, two if by sea.”” The location for
both cases was right (Massachusetts), the analogy
to an invasion was alluring, and the cases have
significant precedential value.* The legal analysis
by both courts was consistent with the developing
philosophy known as therapeutic jurisprudence.*
As in therapeutic jurisprudence, both the Eldred
and Pesce decisions were person- and outcome-
directed. In Eldred, the court observed:

“From crafting special conditions of probation
to determining the appropriate disposition
for a defendant who has violated one of those
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conditions, judges should act with flexibility,
sensitivity, and compassion when dealing
with people who suffer from drug addiction.
The rehabilitative goals of probation, coupled
with the judge’s dispositional flexibility at
each stage of the process, enable and require
judges to consider the unique circumstances
facing each person they encounter—
including whether that person suffers from
drug addiction. This individualized approach
to probation fosters an environment that
enables and encourages recovery, while
recognizing that relapse is part of recovery.”*

In Pesce, the court focused on the individual
psychological and physical consequences of
the legal order of incarceration, repeatedly
referencing the probability of an untoward result
if Mr. Pesce did not continue to receive MAT while
incarcerated.®

Ultimately, the author elected not to use the
Paul Revere analogy—two cases do not make an
invasion, but rather an incursion into legal thought
and a foundation for future case development.

* Letter from DOJ to Mass. Dept. of Corrections 3/16/18; retrieved from http://d279m997dpfwgl.cloudfront.net/wp/2018/03/20180322172953624.pdf

# See note 6 supra, discussing Smith v. Aroostook, a Maine federal district court opinion announced March 27, 2019, following the same rationale as Pesce and citing same.

* Technically, Pesce v. Coppinger is not precedent, but the subsequent case Smith v. Aroostook relies heavily on it and was affirmed by the First Circuit and is precedent.

See note 6.

* Therapeutic jurisprudence is the study of law as a therapeutic agent—how legal enactments and court conduct and precedent promote or detract from the psychological
and physical well-being of the people it impacts. See David B. Wexler and Bruce J. Winick (1996), Law in a therapeutic key: Developments in therapeutic jurisprudence
(Durham, NC: Carolina Academic Press); Peggy E Hora, William J. Schma, and John T. A. Rosenthal (1999), Therapeutic jurisprudence and the drug treatment court
movement: Revolutionizing the criminal justice system’s response to drug abuse and crime in America, Notre Dame Law Review, 74, 439.

“ Commonwealth v. Eldred, 480 Mass. at 104.

# See Pesce v. Coppinger, supra note 6.
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